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Abstract 
 
The provision of mental health services in Manitoba, Canada has been affected by a number of 
problems, including but not limited to: prolonged wait times for services, varying availability of 
psychiatrists, differing attitudes towards the recovery movement, and shifting scopes of practice 
among professional groups. These problems appear to have created inefficiencies in existing 
mental health services, such as the absence of services for vulnerable populations, and ambiguity 
concerning the best way to plan for services. Effective problem solving involves taking an 
inventory of what resources already exist or are easily obtained that could increase the efficiency 
and effectiveness of systems. In mental health services, one such exploration is to consider what 
further role advanced practice psychiatric nursing (APPN) might play in the delivery of mental 
health services in Manitoba. The research question in this study was, “What are the experiences 
of clinical advanced practice psychiatric nurses?”. Nine registered psychiatric nurses (RPNs) 
participated in one to one interviews using van Manen’s hermeneutic phenomenology. Four main 
themes emerged from the data analysis: practice affected by the role and availability of other 
health care providers, practice from a person-centered perspective, pushing the frontiers, and 
navigating institutional systems and structures. Exploring the experiences of APPNs illuminated 
ideas which can be applied to positively affect the delivery of mental health services in 
Manitoba, through the possible creation of a psychiatric nurse practitioner (PNP) role. 
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Chapter 1: Introduction 
The provision of mental health services in Manitoba are framed by systemic problems 
from which the basis for priorities to be addressed in improving those systems are generated. The 
most conspicuous problems include: prolonged wait times for community services, varying 
availability of psychiatrists, a shortage of mental health services, differing attitudes towards the 
recovery movement, and shifting scope of practice among professional groups (Holmes, 2006; 
Lyons & Janca, 2015; Piat & Sabetti, 2012; Sutherland et al., 2016).  Concerted effort is needed 
to optimize future mental health services, including the consideration of possible solutions to 
mitigate challenges. Planning should involve the articulation of a vision of what mental health 
services should look like, followed by the creation and implementation of careful step-by-step 
strategies to achieve this vision (Marquis & Huston, 2015). Planning is usually a function of 
senior leaders in mental health services, such as government ministers, and the leaders of 
colleges and regulatory bodies and educational facilities. to create high quality mental health 
services that are accessible and meet both existing and projected needs.  
One such approach to planning is to consider existing resources in the Manitoban mental 
health system, and how those might be modified to meet existing need. Registered psychiatric 
nurses (RPNs), working in advanced practice roles, are one such resource. While the need for 
nurses with advanced practice preparation continues to grow, research on how best to integrate 
such roles is lacking (Bryant‐Lukosius, & DiCenso, 2004).  The purpose of this research project 
was to explore the experiences of clinical advanced practice psychiatric nurses, to the end of 
discovering how their skills might be positively applied to the benefit of mental health service 
provision in Manitoba, particularly in a regulated advanced practice role like that of a PNP.  
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As the experiences of advanced practice psychiatric nurses was a phenomenon that had 
not previously been explored in Manitoba, it was important to use a research method that would 
allow for the exploration of issues without rigid pre-suppositions. Van Manen’s hermeneutic 
phenomenology was used as a research method, for its utility in describing the previously 
unknown phenomenon and allowing for the researcher to interpret the findings. 
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Chapter 2: Literature Review 
 The literature review for this study was conducted with the use of electronic academic 
search engines such as Google Scholar and CINAHL. The format of the literature review 
followed a high level scan of the issues surrounding the delivery of mental health services in 
Manitoba and across Canada. The identification of these issues allowed for the creation of an 
interview framework for the participants.  Issues of interest that arose in the literature review 
included deinstitutionalization, service delivery wait times, the availability of psychiatrists, 
shifting scopes of interdisciplinary practice,  rural and remote services, attitude towards the 
recovery movement, national reforms and mental health commissions, and advanced practice 
psychiatric nursing.  
Deinstitutionalization 
Any discussion of problems and proposed solutions in the mental health system in 
Manitoba must consider its recent history and the context in which care was provided. Mental 
health services were provided in dedicated psychiatric hospitals by an interdisciplinary team of 
physicians, nurses, social workers and psychologists until the 1990s, whereupon 
deinstitutionalization led to the transfer of many services to hospital and community-based 
settings. Deinstitutionalization arose in part out of decreased funding for health care 
(Prud’Homme, 1995). One goal of deinstitutionalization was to reduce the overall financial 
burden of health, and of mental health service provision (Sealy & Whitehead, 2004), ultimately 
resulting in fewer overall services and diverting funding from remaining services.  This appears 
to be an early attempt to improve system level efficiencies in the functioning of mental health 
services. 
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Deinstitutionalization required careful planning and collaboration (Sealy & Whitehead, 
2004). Kirby (2006) highlighted the successful example of how deinstitutionalization was 
executed in Manitoba, where the creation of community-based services was one innovation that 
might be implemented when developing mental health services in other regions. In this example 
strategies included: regular stakeholder communication aimed at the identification of stigma, the 
formation of collaborative relationships between stakeholders, and the creation of a spectrum of 
accessible services (Kirby). The failure to execute similar steps in other locations during 
deinstitutionalization led to mixed results, particularly in rural and remote areas. There it resulted 
in significant gaps in services for highly vulnerable populations, such as those with 
developmental disabilities (Kreitzer, McLaughlin, Elliot, & Nicholas, 2016). Kirby also 
suggested that whether efforts at deinstitutionalization were successful or not appeared to be 
dependent on local factors including the availability of a qualified mental health workforce and 
the timeline by which deinstitutionalization was implemented (Kirby, 2006).  
With deinstitutionalization, psychiatric services were moved to general hospital settings, 
resulting in significantly shorter stays when compared to treatment in psychiatric institutions. 
Across Canada, between 1985 and 1999, the number of psychiatric inpatient days fell 38.4% 
(from 463 per 1000 to 285 per 1000 of population) due to the elimination of 27,630 net beds 
from the mental health system (Sealy & Whitehead, 2004). The reduction of inpatient beds 
resulted in the creation of community-based services, yet, these newly formed services did not 
meet the demand for services. Additionally, a reduction in inpatient beds might increase the 
length of time people must wait to obtain such services.  
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Service Delivery Wait Times 
Waitlists are a politicized issue, with public support for the Canadian medical system 
wavering as wait times increase (Noseworthy, McGurran & Hadorn, 2003). As well, there is no 
guarantee individuals will not experience disability or die by suicide while they await their turn 
for service. Studies and reviews on waitlists for mental health services are prominent in the 
literature for children and adolescents accessing psychiatry (Barwick et al., 2013; Kowalewski, 
McLennan, & McGrath, 2011), although waitlists in Manitoba have not yet been studied.  Failure 
to diagnose and treat mental disorders quickly almost certainly translates into future 
psychological problems and intensifies the burden on future mental health services (Copeland, 
Shanahan, Costello, & Angold, 2009). 
Another negative consequence of waitlists is that clients then miss appointments. 
According to Mitchell and Selmes (2007) clients miss approximately 20% of mental health 
appointments, and those who do not reschedule in a timely manner increase their risk of 
developing serious ongoing psychiatric symptoms. Reasons for missing community-based 
appointments are varied, ranging from simply forgetting about the appointment (Sims et al., 
2012), relapsing due to delayed treatment (Mitchell & Selmes, 2007), and the rare but real 
consequence of harming or killing oneself (Appleby et al.,1999).  Mitchell and Selmes argued 
for the improved accessibility of services and integration of patient feedback as methods for 
mitigating the risks associated with missed appointments. Future planning by those involved in 
the implementation of mental health services should involve the integration of creative solutions 
to decrease or eliminate the length of time people wait to access mental health services.  
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Availability of Psychiatrists 
Although national data regarding wait times for access to psychiatrists is in its nascence, 
preliminary information suggests that the length of these waits are problematic (McGregor & 
Milev, 2010). One factor affecting psychiatrist availability is their uneven dispersion throughout 
different geographical locations in Canada.  Furthermore, availability is affected by the number 
of physicians who choose to finish medical school and go on to specialize in psychiatry, which 
appears to be insufficient to adequately address mental health needs (Farooq, Lydall, Malik, 
Ndetei, & Bhugra, 2014; Lau et. al, 2015.) In 2012, Canada had 4,426 psychiatrists, with 51% 
aged 55 or older (Buske, 2012).  It has been argued that the number of new physicians entering 
practice annually will be insufficient to replace those eligible for retirement, thus affecting 
specialist numbers like psychiatrists, although this problem has not been studied in a consistent 
way (Pong, Lemire, & Tepper, 2007).  
There are 196 licensed psychiatrists in Manitoba (College of Physicians and Surgeons, 
2018) which for a population of 1,278, 365 people (Statistics Canada, 2017) equates to 15.33 
psychiatrists per 100,000 people. However, the problem with using a ratio of psychiatrist to 
population to determine whether a province has sufficient numbers is that it does not consider 
factors such as whether a psychiatrist is working part-time, teaching, or not engaged in clinical 
practise at all. It also does not take into account the geographical dispersal of psychiatrists, which 
is important in provinces such as Manitoba with a large geographical span. McGregor and Milev 
(2010) suggest that a more accurate assessment of how many psychiatrists are needed is to 
determine how many full time equivalent (FTE) positions are required to meet the mental health 
needs of Canadians. These authors suggest a ratio of 1 FTE psychiatrist to 8400 individuals, 
which would equate to 152 psychiatrists in fulltime clinical practice, for the population of 
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Manitoba. With such a measure in mind, the current number of licensed psychiatrists in 
Manitoba might be insufficient to meet the needs of the population, although this is difficult to 
determine since it is unknown how the existing psychiatrists in Manitoba divide their time 
between practise, research and administration. The varying availability of psychiatrists is 
problematic, as it may translate into delays in accessing urgently needed mental health care. 
Psychiatrist availability aside, the question of what type of mental health services are 
needed, wanted, or appropriate for the Manitoban public must be considered. RPNs working in 
advanced practice roles likely offer services in a different way to how a psychiatrist might offer 
them, and so the availability of choice for those who are in need of mental health services is 
consistent with a commitment to client-centeredness.   
Shifting Scopes of Disciplinary Practice 
The disciplines of psychiatry, psychology, social work, and nursing have traditionally 
provided care to individuals experiencing mental distress. There are currently shifting dynamics 
among these disciplines in Manitoba, with some assuming more responsibility and a larger scope 
of practice. One such example is psychology. Romanow and Marchildon (2003) discussed 
expanding the role of psychology in primary health care as one strategy to decrease the costs 
associated with psychopharmacological treatments and shortages in other mental health 
disciplines. This approach has been implemented in Winnipeg, and is observable in the role of 
psychologists in screening, testing and interventions related to psychological functioning in 
cardiac, sleep, and orthopedic illness in hospital (Graff, Kaoukis, Vincent, Piotrowski, & Ediger, 
2012). Further research is needed to demonstrate any positive outcomes associated with these 
efforts and to examine the effectiveness of using psychological approaches in treating acute 
health care issues. Although psychologists in Canada do not currently have the authority to 
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prescribe medication, many psychologists in Louisiana and New Mexico, USA, do have such 
rights (Linda & McGrath, 2017) with such precedents making it increasingly possible that such a 
change may occur one day in Canada.  
The roles and functions of various members of the interdisciplinary team providing 
mental health services in Manitoba has not been explored in great detail. While the concept of 
expanding the functions of psychology has been discussed, it might be suggested that RPNs with 
advanced practice and education may arguably be a more cost effective workforce than would 
PhD prepared psychologists, although there are currently no cost benefit analyses available in the 
literature. Thus, an expanded role for APPNs and the implications this may have on the provision 
of primary services should be explored in more detail. 
Rural and Remote Services 
The vast geography of Manitoba creates challenges in planning for the provision of 
services in rural and remote communities. Confounding factors include inadequate community-
based resources (e.g. community mental health, stabilization units), few acute psychiatric units, 
inadequate recruitment and retention of qualified professionals; and fewer medical resources 
with which to rule out physical causes of mental distress. In Manitoba, many rural and remote 
areas are home to indigenous peoples including those of First Nations, Metis, and Inuit heritage, 
who account for 16.2% of the total Manitoban population (Statistics Canada, 2017). These 
original inhabitants are a diverse group of people who are often united by the experience and 
impact of colonization, resulting in many disproportionate socioeconomic outcomes (Kirmayer, 
Brass, & Tait, 2011). The Inuit people who inhabit the northernmost regions of Manitoba have 
the highest rates of suicide in the world, which can in part be attributed to intergenerational 
trauma, colonization, and the loss of culture (Kral, 2016). Any plans to address issues related to 
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providing services in rural and remote locations, to indigenous populations, should consider the 
needs and traditions of indigenous peoples when creating strategies. 
Attitudes Towards the Recovery Movement 
The stakeholders involved in the delivery of mental health services are diverse, including 
service users and advocacy groups, examples of the phenomenon called the recovery movement. 
The recovery paradigm places an emphasis on human rights and a healing environment 
(Jacobson & Greenley, 2001), recognizing that individuals can lead successful lives in the 
presence of psychiatric illness (Onken, Craig, Ridgway, Ralph, & Cook, 2007).  
The recovery paradigm is applied as best practice for individuals with severe and 
persistent mental illness (SPMI), for whom the nature of their illness is not responsive to 
psychopharmacologic treatment and is further complicated by concomitant psycho-social issues. 
While previously these individuals may have had their educational, housing and occupational 
needs met through institutionalization, now they must navigate their own way through society to 
have their needs met (Anthony, 1993). The predominant treatment approach to working with 
individuals with a SPMI is the Assertive Community Treatment model. Through the 
collaboration of an interdisciplinary team, the Assertive Community Treatment model utilizes a 
whole person approach to meet the service user’s needs and activities of daily living (Bond, 
Drake, Mueser, & Latimer, 2001), to avoid individuals becoming homeless, or worse yet, 
incarcerated. An additional important consideration in service provision for individuals with a 
SPMI is that they have an increased rate of co-morbid health problems, and die earlier than those 
without a SPMI, from natural and unnatural causes (Berren, Santiago, Zent, & Carbone, 1999; 
Zolnierek, 2009). 
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Levels of political support for the recovery movement differ across Canadian provinces 
with some encouraging recovery approaches through service-user movements, and others 
favoring technical professionalism, that is, the scientific work and contributions of medical and 
social services professionals (Piat & Sabetti, 2012). The role APPNs might play in the service to 
individuals with SPMI, or how their practice might be well-suited to the provision of such 
services, warrants detailed exploration. 
National Reforms and Mental Health Commissions 
In 2012 the Mental Health Commission of Canada released “Changing Directions, 
Changing Lives”, Canada’s first national mental health strategy. The challenge in creating this 
strategy was in how to engage a highly-varied group of stakeholders who possessed differing 
values, and perspectives, and how to implement mental health reform (Mulvale, Chodos, Batram, 
MacKinnon, & Abud, 2014). In “Changing Directions, Changing Lives” (2012) six strategic 
priorities were outlined. One priority is leadership and collaboration, which includes: 
coordination, knowledge, human resources and lived experience. By highlighting human 
resources, the policy means to address the Canadian shortage of qualified mental health 
professionals and their uneven distribution in Canada. Interestingly, the strategy does not make 
specific mention of building psychiatric mental health nursing resources, likely leaving the 
specifics on executing such strategies to independent provincial authorities. Additionally, there is 
no mention of any expanded roles for psychiatric nursing professionals (e.g. advanced practice). 
Due to a lack of emphasis in such policy addressing the need for APPN at the Mental Health 
Commission of Canada level, there may be barriers to any possible creation and implementation 
of a regulated APPN role in the future, and further exploration will be required to build a body of 
knowledge to support any arguments aimed at creating such roles.  
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Advanced Practice Psychiatric Nursing in Manitoba 
 In their concept analysis of Advance Practice Nursing, Dowling, Beauchesne, Farelly, 
and Murphy (2013) described the unifying aspects of the diverse roles of APN as being “clinical 
expertise, leadership, autonomy and role development” (p.136). One prominent model of 
advance practice is the Strong Model, which defines advanced practice as consisting of “patient-
focused activities including procedures, assessments, interpretation of data, and patient 
counseling” (Ackerman, Norsen, Martin, Wiedrich, & Kitzman, 1996, pp. 68-73). The 
underlying premise of APN is having nurses utilize the fullest range of their scope of practice, 
(Bryant‐Lukosius, & DiCenso, 2004), with advanced education, and in advanced roles. Examples 
of such roles include clinical nurse specialists and nurse practitioners. Support for the 
development and implementation of APN roles in other Canadian provinces at the policy level is 
strong, with many researchers and clinicians pursuing the participatory, evidence-based, patient-
focused process framework (Boyko, Carter, & Bryant‐Lukosius, 2016). Nevertheless, the 
development and implementation of formal APPN designations, such as PNPs, have not yet been 
vigorously pursued in Manitoba. 
Graduate level education in psychiatric nursing is available for psychiatric nurses, or RNs 
with significant experience in mental health, through Brandon University. Launched in 2011, the 
Master of Psychiatric Nursing program is intended to expand psychiatric nursing practice in the 
areas of leadership and administration; clinical practice; and education (Faculty of Health 
Studies, 2018). At present, there is no regulated extended practice designation for RPNs in 
Manitoba, nor in Canada. Prior to the possibility of establishing such a role, research is needed 
that might help inform policy, and ultimately lead to the creation of legislation that would enable 
such a role to exist. What this role would entail is uncertain, but the need for a specialized, 
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advance practice designation is clear through the challenges associated with psychiatric nursing, 
which include: a likelihood of greater risk of burnout related to clients demonstrating challenging 
or abusive behaviour; unclear roles within the broader health workforce leading to interpersonal 
distress, and stigma through association with mental health clients (Halter, 2008; Kilfedder, 
Power, & Wells, 2001; Konstantinos, 2008). RPNs are the largest body of regulated mental 
health professionals in the provinces (British Columbia, Alberta, Saskatchewan and Manitoba), 
consisting of 5000 members (CRPNM, 2016). Educational preparation that qualifies individuals 
to become registered with this designation typically involves 4 years of mental health, nursing 
and psychiatry specific university education. Further developing the skills and scope of practice 
for such nurses with advanced education and licensure would appear to be a natural expansion of 
the existing work of psychiatric nurses who are drawn to working with specific populations.  
Problem Statement & Research Question 
The provision of mental health services in Manitoba is affected by a number of problems, 
including: prolonged wait times services, the varying availability of psychiatrists, differing 
attitudes towards the recovery movement, and shifting scopes of practice among professional 
groups. These variables have resulted in services that are inaccessible or unsustainable. Unless 
concerted effort is made to plan for a different future, services providers will fail to meet the 
varying needs of the Manitoban population.  
Problem solving involves the review of existing or potential resources, one of which 
includes advanced practice psychiatric nursing. One strategy towards the end of resolving some 
of the problems in the provision of mental health services in Manitoba is to explore how APPN 
might positively affect the way in which mental health care is delivered.  The goal of this 
 EXPLORING THE EXPERIENCES OF ADVANCED PRACTICE  13 
 
research project is to investigate the question: “What are the clinical experiences of advanced 
practice psychiatric nurses?” 
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Chapter 3: Research Method 
Hermeneutic Phenomenology 
In this chapter the chosen research method for the study and its utility to the research 
question is discussed. The research design, which includes the role of the researcher, recruitment 
strategy, and ethical considerations, are also presented.  
In selecting a research method, consideration must be given to the fit between the 
questions that are to be answered by engaging in the research and the ability of the method to 
elicit the answers to those questions (Streubert & Carpenter, 2011). In the case of the research 
question, “What are the experiences of clinical advanced practice psychiatric nurses?” and how 
such practice might affect the provision of mental health services in Manitoba, little is known. 
Qualitative research methods, such as phenomenology, are an ideal approach when there is little 
known about the topic at hand. The research question was explored using a hermeneutic 
phenomenological approach, as described by van Manen (1997). 
Van Manen described the purpose of hermeneutic phenomenology as being primarily for 
pedagogy, and suitable for applications in other human sciences such as nursing, psychology, or 
education (van Manen). Its practice is based on the reflection on written lived experiences, which 
can produce self-awareness in one’s practice, the use of practical actions, and increased 
situational tact. It is a suitable approach when there is a strong synchronicity between the inner-
motivation of the researcher, and the topic they are setting out to explore; that is, a strong 
orientation towards the experience of interest or topic is present in the researcher prior to setting 
about the research (van Manen, 1997). The quest to explore the experiences of APPN is one that 
is framed by many beliefs and opinions which are themselves a matter of interpretation. 
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Hermeneutic phenomenology provides a good fit for the question this research project sought to 
answer.  
 The use of phenomenology to explore human experience was initially brought to 
prominence by the philosopher Husserl, who argued that the essence of experience as it is 
processed by the consciousness has scientific merit and should be studied (Lopez & Willis, 
2004).  Husserl intended phenomenology to be used to describe the way individuals perceive 
phenomena in an accurate, detailed manner, free of interpretation (Dowling, 2007). To this end, 
Husserl’s phenomenology employed the procedural technique of bracketing, aimed at identifying 
and then excluding the perspectives and beliefs of the researcher from coloring the meaning of 
what participants have shared (Hein & Austin, 2001). It is important to note that to Husserl, this 
process of bracketing was a radical way of excluding what he believed to be all assumptions and 
unfounded beliefs a priori to exploring the phenomenon of interest as no phenomenological 
description could be considered truly scientific without doing so (Paley, 1997).  
 In contrast to this paradigm of strict objectivity in human science research, Husserl’s 
student, Heidegger, argued that it was not possible to describe phenomena with complete 
objectivity, as the act of description itself is a type of interpretation. This deviation from 
Husserl’s method contributed to the creation of hermeneutics. Another prominent hermeneutic 
scholar, Gadamer, argued that “the preoccupation of Dilthey or later Husserl to develop an 
objective human science led them to programs that are alienated from the actual content of the 
concept of life” (Gadamer, 1975, as cited by van Manen, 1997, p.3). As an example, one cannot 
describe the experience of cooking a meal or eating without immediately having brought to mind 
personal experiences, beliefs or attitudes towards these things. Additionally, Heidegger placed 
emphasis on the interpretation of experiences, (McConnell‐Henry, Chapman, & Francis, 2009) in 
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order to create a clear picture of the phenomenon. This approach acknowledges the impossibility 
of separating the researcher’s beliefs and opinions, because we are already living in this world in 
relationship with the objects and experiences which are also embedded into the world. Rather, 
hermeneutic phenomenology requires that our beliefs and opinions are made known in the 
research findings through the use of reflexivity (Hein & Austin). In doing so, a researcher is able 
to be conscious of how the things they believe might impact the way they interpret what 
participants say, and avoid unbalanced interpretations. Moules (2002) described the influence of 
the researcher upon their work as being inseparable from it, but that the researcher has a 
responsibility to consider how their interpretations affect the final message received by readers 
of the research. 
Phenomenological Methods and Psychiatric Nursing 
 There is a high level of philosophical and practical commensurability between 
hermeneutic phenomenology and psychiatric nursing, which further contributed to the suitability 
of this method for the study. This commensurability might be seen in two different ways. Firstly, 
the discipline of psychiatric nursing is poised within an ongoing tension between the medical and 
bio-psycho-social models, where often there is no singular, concrete course of treatment for an 
individual. Secondly, the highly interpersonal nature of psychiatric nursing, with the use of the 
self as a therapeutic tool means that interactions with those seeking services are unique and 
individualized. This subjectivity in psychiatric nursing practice is centred on the interactions 
between nurse and person which are themselves individual and vary from person to person 
(Rolfe, 1998). Similarly, van Manen suggested that the way we each interpret and experience the 
world is different, so that separate researchers both examining the experience of an individual 
(e.g. in an acute psychiatric unit) would find divergent experiences in different parts of a country, 
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although similar words might be used to describe superficially similar experiences (Cutcliffe & 
Goward, 2000 ; van Manen, 1997). Van Manen argued that describing the experiences of an 
individual is a paradox, or “theorizing the unique” (preface xi), as the way one individual 
experiences something may be entirely different, although possibly explained with the same 
words, as the way another individual describes it. Van Manen’s work is phenomenological in 
that it aims to describe lived experiences of the human in the life-world, and hermeneutic in that 
the experiences of the individual are interpreted (van Manen). In interpretive phenomenology, 
individual experiences and the meaning they hold can only be brought to light through inter-
personal interactions with between the researcher and participants (Wojnar & Swanson, 2007). 
Phenomenological research is not performed for the pure sake of performing research, but in 
order to illuminate the phenomenon of interest and create useful, meaningful work. Van Manen 
described research that only involves description for the sake of description as detached, and as 
having a “half-life” (p.138), as compared to full research which illuminates an experience in 
addition to maintaining a pedagogical orientation. For this study, it is important that results 
provide implications for the field of psychiatric nursing, and more broadly the provision of 
mental health services, but most importantly, that the research produces outcomes that benefit 
the individuals whom those services are intended to benefit. Cutcliffe and Goward (2000) argued 
that the practice of psychiatric nursing revolves around the unknown and that truth can often be 
subjective, meaning that psychiatric nurse researchers are often drawn to methods that do not 
claim to pursue objective truth.   
Role of the Researcher 
 Making a decision to explore a particular lived experience should be based upon an 
interest in that phenomenon (van Manen, 1997). The author of this paper has been a RPN for 
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almost five years at the time of writing this thesis. My clinical experience has been in substance 
use disorder and mental health service settings. I then pursued formal leadership roles and went 
on to be a clinical manager then most recently a senior leader in a non-profit organization. As a 
leader, I have come to believe in the utility of psychiatric nursing for a number of reasons. Most 
obviously, because I am a psychiatric nurse, I have had personal experience with how the 
perspective and approach I maintain has affected those clients I have worked with. From a 
managerial perspective, I believe that the use of psychiatric nursing labor in all types of health 
care settings is an efficient and effective approach from a fiscal perspective. As an example, 
because psychiatric nurses are prepared with both psycho-therapeutic and medical-surgical 
knowledge, they could effectively work in most medical settings, where conversely, a registered 
nurse is not prepared with psycho-therapeutic competencies. As a graduate student, I have 
pursued a health services leadership and administration speciality, in psychiatric nursing. This 
has continued to foster a keen interest in improvements in the mental health system in Manitoba, 
and to contemplate or strategize ways in which psychiatric nursing might meet these challenges. 
Therefore, my research interest is both vocational and a passion. Commensurate with 
hermeneutic phenomenology, the assumptions and pre-understanding of the researcher have been 
explicated as part of the research process. Husserl argued that a transcendental understanding of 
a phenomenon required the bracketing of one’s beliefs and assumptions, to set them aside. 
However, van Manen explained one’s beliefs and assumptions often come creeping back into our 
consciousness (1997), thus to explicate them is a way of separating them from us, or still, 
disproving or changing what we know (van Manen). As I proceeded to read the transcripts of the 
interviews, I remembered these pieces of my history, and my current beliefs and attitudes about 
what I thought would be best for the future.  
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 Van Manen described phenomenological tact as a type of self-awareness where a person 
is both present in the activity they are facilitating but also calculating or deciding how to 
continue the lesson, or modify it (1997). It is this pedagogically attuned stance of reflecting on 
being that makes phenomenological hermeneutics a powerful approach for exploring the 
experiences of clinical advance practice psychiatric nurses. 
Procedural Steps/Methodology 
 Although the activity of hermeneutic phenomenology does not adhere to a rigid step-wise 
procedure, van Manen described six activities which represent the dynamic of the research 
process: 
(1) Turning to a phenomenon which seriously interests us and commits us to the world; 
(2) Investigating experience as we live it rather than as we conceptualize it; 
(3) Reflecting on the essential themes which characterize the phenomenon; 
(4) Describing the phenomenon through the art of writing and rewriting; 
(5) Maintaining a strong and oriented pedagogical relation to the phenomenon; and 
(6) Balancing the research context by considering parts of whole (van Manen, 1997, pp.30-
31). 
Recruitment Strategy 
 A purposive sampling method was used to recruit participants based on their potential to 
bring rich conversations about the topic of interest, and their desire to share that knowledge 
(Sandelowski, 2000; Streubert & Carpenter, 2011). Inclusion criteria for participation were 
licensure as an RPN in the province of Manitoba, and clinical experience in APPN roles. 
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Potential participants who self-identified as APPNs were screened during brief telephone 
conversations in order to determine eligibility based on the abovementioned criteria. Sampling 
for this project focused on the experiences of fewer participants to allow for a more thorough 
exploration of those cases and explication of the phenomenon of interest (Robinson, 2014). A 
total of 9 RPNs were recruited. 
 The participant recruitment strategy focused on the distribution of an initial letter of 
invitation through the College of Registered Psychiatric Nurses of Manitoba (CRPNM) (see 
Appendix E), by a formal request (see Appendix C) of the College Registrar/Executive Director. 
The researcher did not have access to a list of possible participants, rather interested individuals 
contacted the researcher to express their interest in participating. Upon making contact with the 
researcher and having their candidacy confirmed, a detailed letter of invitation which highlighted 
potential risks and benefits of participation was sent to them (see Appendix F). 
Ethical Considerations and Protection of Participants 
Ethics approval was obtained from the Brandon University research ethics board 
(BUREC) (MacNeil & Fernandez, 2006), and recruitment did not begin until approval was 
received. A copy of the BUREC ethics certificate is included in the appendices (see Appendix 
H). 
Participants were provided with a consent document prior to their participation in the 
study; outlining any known risks of involvement (see Appendix F). Additionally, participants 
were provided with several opportunities to ask any questions related to anonymity, 
confidentiality, and the informed consent process. In this final research paper and any future 
dissemination of results, the names of participants were/will be omitted, to protect their identity. 
The nature of qualitative research is such that the physical or social communities from which 
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participants come from are often small, and it may be possible to identify them based on their 
stories (Orb, Eisenhauer & Wynaden, 2001). Participants were made aware of the risks 
associated with this and efforts have been made to protect their identities. The option to 
withdraw from the interview and/or decline to have their responses included in any final research 
paper was made available to participants.  
Each completed individual transcript was made available to the corresponding 
interviewee to provide them with an opportunity to verify the accuracy of what they said, with 
the opportunity to retract or clarify any information they had provided. The recorder used to 
capture the interviews was kept in a locked filing cabinet, in a locked room, in addition to hard 
copy transcripts of the interviews. Any electronic copies of transcripts have been kept on an 
encrypted flash drive device which requires a password for entry and will be deleted upon 
successful completion dissemination of this document, as will be the audio recordings of the 
interviews. 
Data Generation 
 Using van Manen’s hermeneutic phenomenological method, participants were 
encouraged to describe real events and experiences as they related to clinical advanced practice 
in concrete detail, without embellishing on thoughts or feelings surrounding events (van Manen 
1997). The researcher and participant engaged in semi-structured interviews, which were audio-
taped and lasted approximately one hour. The interviews took place either by telephone or in 
person depending on participant preference and geographical location. Each interview began 
with the broad research question, “What is your experience as an advanced practice psychiatric 
nurse?” Participants were prompted to elaborate on points that were pertinent to the clinical 
experiences of APPN. When the conversation was ready to progress, the researcher asked in 
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sequence the research questions included in Appendix A. The interviews were transcribed by a 
transcriptionist bound by a confidentiality agreement (Appendix G). 
Analysis of the Data 
 The transcripts were then read and re-read by the researcher using a line by line process. 
Van Manen (1997) explained that phenomenology must be guided by both a calm sense of 
reflection on experiences in a way which is free of disproportionate pre-suppositions, and with a 
passionate, driving interest in the experience at hand. Prior to engaging in the process of analysis 
the researcher had documented their pre-suppositions, interests and beliefs in a document and 
kept the document accessible during the analysis.  
  A key feature of interpretive phenomenology is the use of the hermeneutic circle. Sloan 
and Bowe (2014) describe the motion of exploring each part of a written text, and then returning 
to the whole, and back again, as the circular method by which hermeneutic researchers come to 
understand the material meaning within the data. Van Manen (1997) explained that the processes 
involved in hermeneutic reflection are unending, indeed like a circle, in that all suppositions can 
be questioned, debated, re-imagined, thus the intrigue of the method of human science.  
 As the researcher read through each transcript, certain ideas appeared and re-appeared, 
which ultimately became evident as potential themes. Sentences of relevance to certain ideas 
were highlighted on the transcript. The same process was followed for each subsequent 
transcript, and as more information amassed the potential themes were substantiated with 
participant quotes from the transcripts. The themes then acted as a guideline for the presentation 
of the results of the study (van Manen, 1997). In hermeneutic phenomenology, the researcher 
makes interpretations from the transcribed interviews, the written material that is rich with signs 
and symbols that help recreate the experience of the participant (Sloan & Bowe, 2014). 
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According to van Manen research is synonymous with writing, the two are inseparable, and the 
practice of this method should be considered a practical semiotic approach.  
Trustworthiness and Quality 
 The practice of hermeneutic phenomenology does not rely upon numeric quantifications 
and operational definitions to ensure the quality of the research, but the use of “credibility, 
transferability, dependability, and confirmability” (Creswell & Miller, 2000, p.126). Credibility 
was sought using member checks, that is, checking in with participants to clarify that what they 
said in an interview is what they meant to say, in order to avoid miscommunication between the 
participant and researcher, adding to the stability of the research (Carlson, 2010) Transferability 
arose as a matter of course through in-depth discussions with participants, and dependability was 
sought using an audit trail, or keeping track of the way in which steps of the project were 
executed (Koch, 2006).  
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Chapter 4: Research Findings 
Main Themes 
Four main themes were generated from the data analysis process. These themes were 1) 
practice affected by the role and availability of other health care providers, 2) practice from a 
person-centered perspective, 3) pushing the frontiers, and 4) navigating institutional systems and 
structures. Each theme gave way to sub-themes, which further allowed for the phenomenon to be 
more clearly understood. Sub-themes for practice affected by the role and availability of other 
health care providers included: practice affected by psychiatrist availability; filling a gap; and 
collegial relationship with psychiatrists. Sub-themes for a person-centered perspective included: 
whole person assessment; using the full scope of practice; recognizing the importance of the 
family unit; and attitudes towards the use of psychotropic medications. Sub-themes for pushing 
the frontiers were performing complicated or specialized tasks, and shift in professional identity 
as practise changes. Sub-themes for navigating institutional structures and systems included: 
dealing with prolonged wait times; a game of table tennis for clients; and looking to the future. 
The four main themes and sub-themes are presented in a table format: 
Main Theme Sub-Theme 
Practice affected by the role and availability of 
other health care providers 
Practice affected by psychiatrist availability 
 Filling a Gap 
 Collegial relationship with psychiatrists 
Practice from a person-centered perspective Using the full scope of practice 
 Recognizing the importance of the family unit 
 Attitudes towards the use of psychotropic 
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medications 
Pushing the frontiers Performing complicated or specialized tasks 
 Shift in professional identity as practise 
changes 
Navigating institutional systems and structures Dealing with prolonged wait times   
 a game of table tennis for clients 
 Looking to the future 
 
Practice Affected by the Role and Availability of Other Health Care Providers 
 This theme was comprised of three sub-themes: i) psychiatrist availability, ii) filling a 
gap, and iii) collegial relationship with psychiatrists. While the practice of most participants was 
highly autonomous, as nurses, and members of an interdisciplinary team, the ability of most 
participants to plan and implement care for individuals was dependent on the availability and 
role of other health care providers. Participants described their roles as being affected by the 
availability of physicians or psychiatrists, and which tasks other health care providers would or 
would not do based on their availability and role. Sub-themes were: practice affected by 
psychiatrist availability, filling a gap, and collegial relationship with psychiatrists. 
Practice affected by psychiatrist availability.  Many participants in the study worked in 
community or non-residential settings, where every day access to a psychiatrist was limited, or 
was not a part of their program’s mandate. This limited access of psychiatrists was described as 
being due to a shortage or heavy caseloads carried by psychiatrists:  
Participant 2: I think the thing is my experience with psychiatrists is, predominantly I 
think most psychiatrists are, you know, they’re just so maxed out. 
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Participant 5: Psychiatrists come here every few months, I guess. There could be a clinic 
near the end of September and we’re sure in need. They were here last year in July, so 
that’s pretty difficult, I think. And then, as far as a physician, in this community, there’s a 
casual physician here for a week and then there’s going to be a few days where there’s 
no physician and then another one is coming in. 
Limited access to psychiatrists led participants to describe the difficulty in initiating treatments 
or ensuring clients were using the correct type or dosages of medications:  
Participant 2: You don’t always get the…like, you can’t access the person—the 
psychiatrist—right away, so you tend to be waiting and waiting. You can’t give him any 
medication because you’re not allowed to, you know, those types of things you have 
to…you’re restricted by the system. 
Participant 1: Right, so this is what I was going to talk about to, is the fact that once 
again within our system were not actually able to do those trauma therapies without a 
referral from a doctor. So, we cannot give official diagnoses, so they have to see a 
doctor, so a physician’s assistant, nurse practitioner, physician, and psychiatrist has to 
give an official diagnosis and treatment recommendation. In quotation marks. So, we 
can’t unlock those higher-level therapies until they’re approved or recommended. 
Filling a gap. Participants described the gaps in service created by the specific functions of other 
disciplines on the interdisciplinary team. When participants worked in settings with access to 
psychiatry, they described the role of the psychiatrist as being limited to meeting with clients for 
the purpose of writing prescriptions. Some psychiatrists will make psychiatric diagnoses, 
whereas others will leave this function to psychologists: 
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Participant 1: Our specific psychiatrist does not do any sort of therapy. He does purely 
med consults and diagnostic assessments. We have had psychiatrists who do therapy 
before, so in the current position that would be a huge difference because they do the 
hands-on therapy, but this particular psychiatrist does zero. 
Participant 9: The way we run our program, the individual therapist directs treatment, so 
we do have a psychiatrist on staff who kind of determines privileges and medications but 
he does make decisions about privileges collaboratively with the individual therapist. So, 
kind of, for my patients, I’m the Clinician in Charge and he’s kind of the 
secondary/support person who prescribes meds. 
The practice of psychologists, in the experience of the APPN, is to provide individual therapy to 
people with more complicated mental health needs, and otherwise to perform psychometric 
testing:  
Participant 2: And they tend to refer to a psychologist or anything for any other issues 
that their clients may need to work on. I mean, that’s not what they do; a lot of people 
have that misconception that they go for counselling with a psychiatrist, but that’s not 
what happens. It’s more of a medical model, I guess. 
Between this testing, diagnosis and prescription of medication participants described a void for 
clients, where a practitioner is required who can navigate both medical and psychological 
approaches. Participants described themselves as being in a position to provide psycho-
therapeutic treatments like counselling or therapy, and also speak about issues of physiology and 
medication: 
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Participant 9: So, I think that’s made a big difference and I think that in terms of 
psychiatry…I think that what would be different is just the way that our current system 
works, psychiatry’s very much focused on short-term problem solving, medication 
management, that sort of thing. Psychology is kind of focused more on long-term 
treatment, psychotherapy, that kind of stuff, and assessments, right. They do more 
diagnostic stuff, whereas I think an APPN is kind of a nice middle-ground in that if they 
were to develop more of a nurse practitioner role where they could prescribe, you could 
have that balance of someone who’s looking both at short-term problems in terms of how 
to manage and medicate symptoms as well as long-term treatment options. So, I feel 
there’s a nice little middle-ground in there, perhaps. 
Collegial relationship with psychiatrists. Regardless of the practice setting, participants 
described sharing a collegial relationship with psychiatrists. The psychiatrists often relied upon 
the clinical judgements of participants:  
Participant 2: Oh, that happens quite regularly, probably on a…at least on a weekly 
basis. I’m having a conversation through the electronic system or in person, where the 
doctor you know is asking for my opinion or advice and providing positive feedback like 
you were able to do this with this patient and it was really helpful. 
One participant described psychiatrists as accepting their opinion, as a senior nursing staff, over 
those of nurses working on the floor in a unit: 
Participant 3: And my working relationship with the team of psychiatrists, I think that if 
nursing staff try to do something and, say they’re not effective, and they bring it to me 
and the psychiatrists know that I’m bringing it to them, they…we have a good working 
relationship that they kind of do what I ask. 
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Participants placed importance on the psychiatrist’s clinical judgement and final decision 
in treatments (when available) as a safety net to their practice. Most participants described not 
feeling totally confident making decisions which would be finite or conclusive for clients: 
Participant 3: Sometimes psychiatrists have to make the decision because you can never 
play Russian roulette and you always have to be a support to people, no matter the 
threats, even if they might be perceived as empty threats. And so the psychiatrist, I really 
like that it’s a team; that they get to make the final decision because they deserve to make 
the final decision. Like, I think that when you’re dealing with people’s lives, it’s 
important to have a doctor making that call. 
Participant 6: You know the final decision is them because they’re the psychiatrist, but 
they listen carefully to what you said and your interpretation of the assessments.  
Practice from a Person-Centered Perspective  
This theme was comprised of four sub-themes: i) whole person assessment, ii) using the 
full scope of practice, iii) importance of the family unit, and iv)attitude towards the use of 
psychotropic medication. As RPNs in advanced practice, participants appeared to focus on a bio-
psycho-social approach to care. This level of care and detail for the person and their life context 
is reflected in the attention participants described giving clients. Furthermore, as participants 
have training in both psychological and medical approaches, they described applying a full range 
of skills, which often involved requiring them to pursue both formal and informal professional 
development. 
Whole-person assessment.  When describing why their practice is unique compared to that of 
other health and social disciplines, participants described the importance of a whole-person 
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assessment. Participants described being able to interpret or appraise life or psychosocial 
stressors through both a medical model and psychological wellness lens: 
Participant 1: I think as far as like social worker and psych nurses, psych nurses look 
more at the bio-psycho-social stuff, a lot more of the health aspect, and we deal a lot 
more with the health, illness, wellness, as opposed to the environmental circumstances. 
This can result in the APPN discovering serious medical issues which otherwise might have been 
missed because other professional groups may not have thought to ask about them: 
Participant 1: You know recently I was thinking about this particular person who was 
struggling with a very serious addiction around a certain medication, and there were 
very severe side effects around the medications that he was self-administering and I was 
able to draw attention to that and make sure he was seen by some specialists to get him 
under control, because he was in a place where he was not able to have good organ 
function, he was having liver function problems and stuff like that. So, it was important 
that he was able to see a specialist to have improved health. 
Participant 8: …I’m always asking about…okay so I talk about whatever the issue is but 
then I ask about the behaviours, the other people in the child’s life, sleep, medication, 
you know things like, are they having headaches, are they…like lots things like that 
maybe that’s more like the physical, or the medication that maybe the Social Worker 
might not, I don’t know. 
Participants recalled being advocates for the client, providing education within the 
interdisciplinary team by differentiating between so-called behavioural issues and serious 
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medical emergencies. This ability appeared to come from participant’s expertise in formulating 
diagnostic impressions about mental illness and identifying physical health concerns: 
Participant 2: I come into work and people are telling me, “He’s attention seeking; he’s 
dada dada dada,” and after the report I went to see him and he’s telling me, “This is 
different”, so I called the doctor, who just happened to a nurse prior, and she came to see 
him. To make a long story short, he had an aneurism and almost died. He was a man that 
was 300 lbs. Now, if I ignored him and just passed it off as he’s attention seeking, he 
would have died. So, little things like that. I mean, as nurses we do, we’ve learned that 
this may not be a mental health issue and it happens more and more today because we 
have a lot of our clients that are diabetic; diabetes is an epidemic now, so there’s all 
kinds of things that are happening and we end up with a lot of psychiatric patients that 
present as psychiatric patients but maybe they’re experiencing a medical illness, a 
physical illness of some sort that’s creating havoc. 
Using the full-scope of practice. Participants described their roles as highly autonomous. They 
often act as a liaison between medical programs and psychiatric/mental health services. This has 
meant that those participants must utilize the full range of their skill-set as psychiatric nurses 
which include medical surgical skills and a working knowledge of specific pathological 
processes such as cancer and kidney disease:  
Participant 3: Well, a lot of the medical stuff, I’ve learnt a ton about dialysis, and a ton 
about cancer, a ton about addictions… almost everything I’ve learnt is on the job. Almost 
everything, or through my working relationship with physicians or, I mean there’s the 
team of psychiatrists and then there’s a lot of medical doctors that we have access to and 
so you, I just ask, ask, ask, ask…ask, ‘cause… 
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Often, participants felt like they were being stretched, and that any new information or training 
they require to be able to properly navigate both the medical world must be learned by 
themselves through seeking out interactions with physicians or attending workshops: 
Participant 5: So I was doing medical nursing, so that was really interesting…learned a 
lot and had good supervision and stuff so it felt comfortable and I was expected to learn 
how to do blood-draws, so I did that. You were expected to teach yourself, you know, so I 
got a book and, you know, absorbed that information and then, you know, we’re shown 
how to do it and  then you’re off being on your own 
The ability to adapt to the needs of the client, and the environment, was described by 
participants: 
Participant 1: I think there is not a lot of knowledge about what psychiatric nurses can 
do, and how they operate. I’ve always said that were kind of half nurse and half 
counsellor, and that kind of portrays that we can go either direction with our skillset, 
depending on what the environment requires. 
Participants described the gaps in their ability to provide care to individuals based on the limits 
of their scope of practice. When discussing what additional authorities they felt would expand 
the scope of their practice with the end outcome of benefiting clients, participant’s responses 
encompassed three broad categories: ordering lab work or further testing, prescribing medication 
and granting off-ward privileges.  
Participants described ordering lab work as enabling them to form a better clinical picture, 
perhaps before involving other health care professionals like a physician: 
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Participant 3: Well, I think that if I had more education or if I had the ability to be like an 
advanced practice, even more than what my current role is, I would order lab work or I 
would order certain screening, or I would be able to recommend the lithium be reduced 
or increased based on the…you know, those sort of things. 
Although the participants spoke with some trepidation about gaining the ability to prescribe 
medication, feeling they would require significant advanced education, they discussed the 
usefulness of being able to prescribe basic, time-limited medication:  
Participant 1: I have always thought it would be wonderful if I could prescribe basic first 
line anti-depressants, or some anti-anxiety medications that were needed short term and 
infrequently. I always see it as a physician’s assistant or nurse practitioner; I feel that 
there would be a very comparable psychiatric nurse role to that scope of practice as far 
as those basic medications. 
Participants also spoke about the usefulness of carrying out psychometric testing: 
Participant 2: And also, too, with a bit more training, you would do some of that 
assessing, some of that testing that the psychologists do. That’s what comes to mind, 
there probably could be more there. 
Many participants described the desire to be able to grant client off-ward privileges, or to be able 
to make restrictions if necessary: 
Participant 3: Like accompanied passes, or accompanied walks; the safety about leave 
passes. I think if I was an advanced practice person I would want to be able to, you 
know; some mom is visiting her son and wants to take her son out for a walk. 
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Recognizing the importance of the family unit. Registered psychiatric nurses in advanced 
practice emphasized the importance of the family unit in promoting the wellness of an individual 
client: 
Participant 3: I think that it’s important to liaise with families and to have a good 
relationship with families because the system is flawed. Because of the Mental Health 
Act, if we don’t have consent we can’t share. Well, if that was my son or daughter or my 
spouse or my grandma, whatever, and they’re having a hard time, I don’t necessarily 
always agree that they should give consent. I acknowledge that consent is really 
important, but I feel that people have loved ones and if they want to care for them there 
should be a way to work around that, which there generally is…you know, you can speak 
vaguely. I think that it’s important because families play a big part in wellness and 
recovery and support for success once people get out of hospital. 
Participant 2: That’s very important, you know, providing families with education so that 
they understand what their loved one is going through is a tremendous help, not just to 
them but also to their loved one that’s affected by a mental disorder. 
The role of the family was also described as important in the care of individuals with severe and 
persistent mental illness: 
Participant 3: And the same thing with family support. That’s very important, you know, 
providing families with education so that they understand what their loved one is going 
through is a tremendous help, not just to them but also to their loved one that’s affected 
by a mental disorder. 
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APPN seemed more likely to be working in roles that involved systems and families. As such, 
the client may not always have been the center of interaction for the nurse, but rather, the family 
itself: 
Participant 8: It’s just very different because actually now it’s like a family unit is the 
client even though the child under 18 is the actual client, but it’s just like a very, 
very…like I can lots of times talk to the family member half a dozen or eight times before 
I even meet the child that is actually the client. 
Attitude towards the use of psychotropic medication. Participants described a cautious 
attitude towards the use of anti-psychotics, particularly as their knowledge of medical/surgical 
pathophysiology increased as they gained more experience in practise: 
Participant 3: Or, a lot of things I didn’t know when I was a floor nurse that I know now 
would be a lot of…there used to be a mentality, and it’s sort of out there, not as much as 
it could be I guess, which is a good thing, but, you know, lay them down, like lay them flat 
and let them rest and they’ll wake up in three days and just snow them, you know like 
some people have that mentality, but…I didn’t realize when I was a floor nurse all the 
cardiac compromising positions that we as nurses could potentially be putting patients at 
risk when you’re giving them lots of (Haldol) or your giving them lots of Ativan and it 
could be suppressing the respiratory system, I didn’t know a lot of that stuff. I wasn’t 
taught, or I don’t remember being taught that. 
APPN appear to leans towards an enhanced focus on the right of the person to make a choice 
about medication use. One APPN contrasted this providing choice and space to the clients with 
psychiatrists who, perhaps due to time limitations, do not discuss non-medication options in 
great detail: 
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Participant 1: I think as a psychiatric nurse there’s a lot more dialogue or conversation 
about not necessarily the medications, they talk about that with the psychiatrist, but 
listening if there are any side-effects in a more sympathetic way, and giving them more 
education, psychiatrists tend not to do that, letting them know that they have choice and 
getting them to advocate for themselves, I have many, many clients who have no interest 
in medications, and if that is in their best interest then I support them in their decision in 
helping advocate for them so I’ll support that. 
The use of medication was described as secondary to other approaches and assessments when 
working with indigenous people: 
Participant 6: Yes. ‘Cause it’s not about medications for a lot of the Indigenous people. 
They might try it for a little while but long-term, it’s about skills that you need. “What do 
you need? What are your supports? What do you do? How does it look when you’re well? 
How do you stay well?” And so…and too, for people Indigenous, any mental health 
issue, a lot of it is that support, the community and how you can work with that. And 
sometimes even talking about, “Okay, how does this individual help you? When you need 
this, who would you talk to?” Those kinds of things. 
Pushing the Frontiers 
 This theme was comprised of two sub-themes: i) performing complicated or specialized 
tasks, and ii) shift in professional identity as practice changes. Participants described engaging in 
specialized activities in their practice as advanced psychiatric nurses. As their practise evolved to 
focus on these tasks, participants felt like their identity as RPNs was shifting, although, just what 
that new identity was, has not yet been clearly articulated. 
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Performing complicated or specialized tasks.  A distinguishing feature of clinical advanced 
practice for participants is that they engage in providing certain therapies, or tasks, not normally 
carried out by nurses working in a unit context, or entry to practice. Often, these involved 
advanced psychotherapies: 
Participant 9: The population I work with often—initially we’re working on suicide, self-
harm, that sort of thing—Stage 2 DBT (Dialectical behavioural therapy) we’re doing 
prolonged exposure and if you don’t have training and supervision in that kind of work, 
you can really do damage. 
Another common clinical task for participants was the administration of depo-injections, often to 
many clients in a day: 
Participant 5: And then there’s sort of like standing appointments, like there’s a lot of 
people in with schizophrenia in this community are on depo-injections, so, like, so almost 
every day there’s at least one appointment, like, we scheduled for someone to come in for 
their depo, so that’s a bit different. I’ve never had that in a community where there are so 
many people on injections. 
Shift in professional identity as practice changes.  Psychiatric nurses who had been working in 
advanced roles described a change in their professional identity, based on the way in which they 
practised: 
Participant 9: If I was just doing really structured DBT and it was very manualized and 
not very human, I think that maybe it wouldn’t fit very well with what kind of clinician I 
am as a psych nurse. Having said that, there’s lots of psych nurses that do DBT and 
that’s fine. But, if I were to think of…if I was to approach DBT as a psych nurse, I would 
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be adding in a whole lot of therapeutic relationship value that maybe isn’t a necessary 
part of DBT. 
This appears to include the blurring of professional identity with those of other disciplines: 
Participant 7: So, I’m the only nurse in my capacity in Manitoba. I do have…I have a 
partner who’s a social worker and her role is very similar to mine. We almost have 
a…like this idea that if one of us was to go on vacation for a month, the other should be 
able to come in and do the other’s job with very little struggles. 
Navigating Institutional Structures and Systems 
This theme was comprised of three sub-themes: i) dealing with prolonged wait times, ii) a 
game of table tennis for clients, and iii) looking to the future. 
 Most participants worked in environments where their practice intersected with multiple units or 
departments, and therefore they dealt with systemic issues practice. Participants described both 
the functionality and problems associated with prolonged wait times, and a solution for dealing 
with prolonged wait times. They also described the problem associated with the narrow mandate 
of most programs in the community, meaning individuals could not easily access appropriate 
services. In looking to the future, and ways in which APPN might be recognized more formally, 
participants described actual and potential barriers, which included interdisciplinary tensions, 
financial constraints and a lack of educational programing.  
Dealing with prolonged wait times. Prolonged wait times were described by participants as 
problematic for a variety of reasons including the risk of clients harming themselves, while they 
wait for services: 
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Participant 7: …but how many times do we see that somebody even waiting six weeks to 
see a psychiatrist just is too long. And in that time, something happens, whether they hurt 
themselves, they hurt other people, or…and we see these guys having to present at 
Emergency and potentially be admitted into a mental health unit just to get the treatment 
that they need rather than treating them in the community they way that they…that’s how 
it should be. 
While many lay people and other professionals might describe the presence of prolonged wait 
times in mental health services as problematic, one APPN described the functionality of 
increased wait times in acute services for ensuring services would be appropriate: 
Participant 3: Well, in emergency, sometimes the wait times are there specifically so 
people aren’t acutely intoxicated on alcohol or drugs. So that’s a wait time specifically 
so that they’re not intoxicated...how do you assess someone who is intoxicated?  So that 
wait time is influenced based on that sort of dilemma.  
All participants described an advanced practice psychiatric nursing role, with prescription 
privileges, as being able to help alleviate prolonged patient wait times in the community: 
Participant 9: I think ultimately…when I think about the clients I have in community, in 
order to get an assessment and a medication change, like, OMG, the wait times are 
ridiculously long. I’ve had a really hard time getting people seen by Community Mental 
Health at times. So, I think that if we had access to more clinicians who are able to assess 
and prescribe, it would be incredibly useful 
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A game of table tennis for clients. Participants were often in roles which afforded a systemic 
perspective. They identified a problem in the way in which services were funded, with services 
having narrow mandates, as an area of frustration, impacting client care: 
Participant 7: And, part of the problem with these clients-when we’re struggling with two 
very separate disorders--is then we would get this sort of…you know, push and pull 
among the community resources. So, one system would say, “No, they have an 
intellectual disability so they have to go over there,” where that person would say, “No, 
we don’t have funding to work with someone with schizophrenia.” So, we would get this 
ping-pong back and forth rather than the idea that there should be no wrong door that 
they should be able to get services no matter where they go. That…I was seeing this ping-
pong effect that one service would say ‘no’ because they have FASD (fetal alcohol 
spectrum disorder) and the FASD service would say ‘no’ because they have 
schizophrenia. 
Additionally, in acute settings, some participants described the need to gate-keep their services 
so that medical staff did not “push” people into psychiatric services when the medical providers 
were capable of treating the individual: 
Participant 3: So, a lot of times I’ll get called to review a chart. Generally…this is 
stereotypically…they’ll—they as in medical—will phone because they want someone 
admitted to the acute psychiatric unit, and they will be very challenging to be discharged. 
And so, I go over, I review the chart, I review what’s missing, what could be done and 
make three, four, five, six recommendations to complete. So, the most recent one was last 
week on Friday and they want this person to come to a full competency assessment. Well, 
part of a competency assessment is an OT functional assessment, which medical units 
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have access to OT and medical units should have access to a psychologist to do cognitive 
assessments. And so, I really put up barriers to them not coming to the acute psychiatric 
unit, not because I don’t want to help people but because I feel like it’s just a way for 
them to get out of doing what they’re capable of doing 
Looking to the future.  Participants described a number of barriers to the creation and 
implementation of a formal APPN role. These barriers included the role of physicians and other 
primary care providers, a lack of money/funding, and a lack of educational programing: 
The role of the physician. Participants described the dynamics between physicians, prescribers, 
and psychiatric nurses as a potential barrier to the creation of a PNP role. There was a particular 
emphasis on the role of client centeredness and the expertise of nursing practice: 
Participant 2: And I think, too, the whole historical attitude is that doctors are higher, 
you know, they are the professionals, they are the ones that know it, but now we’re 
shifting towards the client is the expert of their own life. So, we’re changing that 
paradigm, you know, we’re changing the way we think and the whole treatment thing and 
a lot of that is the professional, like the doctors, the psychiatrist. Not all of them, you 
know, were willing to go that route. I can even remember with the Residential School 
stuff there was a lot of, because at that particular point, t they didn’t understand the 
whole history and there was a lot of what those negative reactions, you know, get over 
the past, this is today. So, those types of things stood in the way, as far as First Nations 
people go. 
Participant 4: Absolutely. There’s so much politics around what health care 
professionals can and can’t do. Everyone has their own regulating body and standards of 
practice that we’re bound to. Also, it’s a matter of, I think, not stepping on toes, because 
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these have always been traditional physician things. There’s not believing that we have 
the expertise even though we’re front-line workers and we see the day-to-day 
presentations that individuals come in with. Often we’re made to believe that our 
assessments aren’t really valid. 
Financial barriers. Participants were concerned about the fiscal model of planning in 
health care, describing restraint in such areas as a reason why advanced roles might not get off 
the ground: 
Participant 9: Well, just like right now there’s lots of cuts happening and it’s been 
really…we haven’t been affected by a lot of them yet, but we know that, in general, in 
health care they’re cutting things; they’re not necessarily adding new positions. 
Lack of advanced educational programs. Participants described the lack of educational 
programs which formally prepares psychiatric nurses in Canada for advanced practice: 
Participant 7: Most of the Nurse Practitioners--actually all of them that I’ve ever met—
have gone through the RN or BN program first through the University of Manitoba and 
then gone onto the Nurse Practitioner stream. I don’t know of any RPNs who have then 
gone onto become a Nurse Practitioner. I’m sure that there are, I just don’t know any. 
And, not to say that going through the Nurse Practitioner stream through, say, U of M 
wouldn’t give you the knowledge. I would just like to see a specialized Nurse Practitioner 
role in mental health and have the education that goes with that. 
 Participants described their day to day experiences in clinical advanced practice 
psychiatric nursing. There were four main themes that emerged from the data analysis: 1) 
relationships with other health care providers, 2) practice from a person-centred perspective, 3) 
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pushing the frontiers, and 4) navigating institutional structures and systems. These themes were 
themselves constructed from sub-themes which allowed for a better understand of the experience 
of advanced practice psychiatric nursing. 
 The experiences of the participants, who were nine registered psychiatric nurses working 
in clinical APPN roles in Manitoba, situated in the context of factors that related to them as 
individual nurses and broader system issues that affected how they could practise. An important 
aspect of the participant’s experiences is that they were all in roles outside of frontline practise, 
where their practice was affected by the availability of other health care professionals. 
Participants brought a unique perspective to their practice which incorporated a fuller range of 
skills learned through schooling or on the job than nurses not in similar positions. All 
participants described the challenges that hindered their ability to adequately take care of 
individuals through the narrow mandates of government funded health care programs, or 
bureaucratic systems. The creation of a professionally regulated APPN role, such as a RPN 
practitioner, was described by participants as a potential solution to problems in the Manitoba 
health care system such as prolonged wait times for mental health services and the proper 
application of existing expertise to relevant populations. 
 The stories of participants, which have been described through themes and sub-themes, 
can be used to provide evidence towards the consideration of a professionally regulated APPN 
role in the province of Manitoba. 
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Chapter 5: Discussion 
 The purpose of this study was to explore the question, “What are the clinical experiences 
of advanced practice psychiatric nurses?” The findings generated through exploration of this 
question, may be applied to consider how the practice of APPN could affect the delivery of 
mental health services in Manitoba, particularly as it relates to the possibility of establishing a 
PNP role. The use of hermeneutic phenomenology, as described by van Manen (1997) to explore 
the phenomenon of advanced practice was important, as it would appear this study is the first of 
its kind in Manitoba and thus the phenomenon warranted in-depth illumination. 
 In this discussion chapter, the four main themes in the study are discussed in the context 
of new information revealed about the experiences of APPN, and inconsistencies that were 
uncovered. The four themes unveiled included: practice affected by the role and availability of 
other health care providers; practice from a person centred perspective; pushing the frontiers; 
and, navigating institutional systems and structures. The chapter will conclude with the strengths 
and limitations of the study, and implications for psychiatric nursing and future research. 
Practice affected by the role and availability of other health care providers: The 
study participants worked in a variety of practice environments including community based 
settings, acute settings and institutions, although the majority were in community. In some 
practice environments, there was no physician or psychiatrist to provide services to clients as 
part of the interdisciplinary team. This may be a prime example of RPNs working in autonomous 
roles, and choosing to work in social-service type roles rather than medical facilities. In the case 
of those who did work with a physician, they often described the availability of psychiatrists as 
being on a drop-in or periodic basis. This was particularly true for individuals who worked in 
remote settings. While some programs may not require a psychiatrist as they are a community or 
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tertiary setting, the availability of psychiatrists is often intrinsically related to cost and shortages 
of psychiatrists, and the likelihood of disproportionate geographic distribution.   
Insufficient availability of psychiatrists in Canada has been described as a significant 
problem. In the case of participants, psychiatrist availability mainly affected their ability to help 
clients begin psycho-pharmacological treatment and receive a diagnosis. One proposed solution 
to the limited availability of psychiatrists in Canada found in the literature, particularly as it 
relates to rural and remote communities is telepsychiatry. However, the use of telepsychiatry is 
susceptible to the same conundrum insofar as wait lists can accrue (Crawford, Sunderji, Serhal, 
& Teshima, 2017).  
In March 2018 a review of mental health and addiction services was released by Virgo 
planning and evaluation consultants. The Virgo report identified six strategic priorities for action 
in the Manitoba mental health and substance use disorder system. One priority was centred on 
the workforce, describing a shortage of psychiatrists, as well as psychologists and psychiatric 
nurses. Additional concerns in relation to psychiatry in the report included a lack of consistent 
access to psychiatry among similar programs, too few child psychiatrists, and the need to 
increase the number of spots for general psychiatric residency from twelve. 
For those who worked in remote settings, the availability of a physician, or psychiatrist in 
order to assess a client in person or make a medication change was  fleeting; rather, participants 
would often contact on-call services and inform a physician what they believed was the right 
course of action to pursue for the client. As psychiatrists were not always available, the nurses in 
the study were often key decision makers.  As RPNs in advanced clinical practice, participants 
described themselves as often having higher levels of education around psychiatric disorders and 
the use of psychotropic medication than a general practitioner who might not have specialized 
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experience in providing psychiatric care. Crawford, Sunderji, Serhal, and Teshima (2017) concur 
that a lack of psychiatric competencies is a barrier for care in rural and remote areas, even when 
using telepsychiatry. 
 In settings that did involve a physician, even though the nurse might have already 
determined an appropriate course of treatment for a client, they described their frustration in not 
being able to initiate treatments without an order from a physician, even if the treatment was 
psychotherapeutic in nature such as cognitive behavioural therapy. Often there were delays in 
accessing physicians to receive such orders. On one hand, this wait time may represent the need 
of a due diligence process in the medical or helping field in order to ensure individuals receive 
appropriate services which do not render them harm. Conversely, it might be argued that for 
these APPN, their professional speciality and expert clinical opinion has not being given proper 
consideration. Additionally, general practice physicians do not typically have sufficient or 
specialized training to determine whether psychotherapeutic approaches are appropriate for a 
client or not (Crawford, Sunderji, Serhal, & Teshima, 2017) . Participants reported that they 
perceive the main focus of a psychiatrist is to prescribe medication, and many clients involved in 
the reports of participants were less interested in the use of medication than they were in other 
advanced psychotherapeutic approaches. Findings revealed that clients receiving care voiced 
frustration and anger at having to repeat their story to multiple people.  From a quality 
improvement perspective with a focus on effectiveness and efficiency, the inability of RPNs in 
advanced practice to initiate certain non-medical treatments without the permission of a 
physician might be seen as a duplication of services; duplication of services being something of a 
hallmark in health care systems (Ahmed, Manaf, & Islam, 2013). Not only is service duplication 
wasteful in a fiscal sense, it is not client-centred. The time of the various members on the health 
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care team could be decreased by allowing properly trained members to initiate courses of action 
independently. For APPN to have more authority to initiate relevant treatments, or make 
referrals, value would be added to their time. In lean approaches, aimed at increasing 
effectiveness and efficiency, adding value, or producing more benefit without additional input is 
a key consideration (Radnor, Holweg, & Waring, 2012).  
In the case of participants having identified which medication might be suitable for a 
client, RPNs do not have legal authority to make medical or psychiatric diagnoses, or to 
prescribe medication. This appears as if it might change organically in the next couple of years, 
as RNs in Manitoba and other parts of Canada are gradually acquiring the right to diagnose 
certain conditions and treat them, such as sexually transmitted infections and diabetes (Forchuk 
& Kohr, 2009). Participants reported that as clients are not able to have basic medication needs 
addressed by the member of the health care team with whom they spend the most time, that is, 
the APPN, this results in clients having to wait to receive treatment, and an increase of 
frustration.  
As the participants often spent the most amount of time with clients when compared to 
other members of the inter-disciplinary team, and the fact that RPN education centres on both 
psychological and pathophysiological processes, participants described often being able to make 
accurate diagnostic impressions about a client’s presenting concern and determine an appropriate 
treatment plan before the client has seen a physician. An obvious solution to the problem of 
limited psychiatrist availability, both in the community and in rural and remote settings, which 
allows for the effective utilization of APPN skills and experience, is the development of a formal 
extended practice or PNP role. In Canada, the problem of decreased physician availability for 
medical services has been historically addressed in part through the implementation of nurse 
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practitioner roles (registered nurses), until sufficient number of physicians could be accrued 
(Forchuk & Kohr, 2009). But as Forchuk and Kohr state, it is less a matter of advanced practice 
roles being replacements for traditional primary care providers and more about the unique 
perspective with which extended roles can practise in a Canadian context. 
For participants working in acute or institutional settings, regardless of their position title 
(Nurse, Therapist, etc.), most worked as members of an inter-disciplinary team which usually 
consisted of a variety of health care professional roles including psychologist, social worker and 
physician. In these types of settings, examples of psychiatrist or physician responsibilities were 
described as making diagnostic and medication assessments, and preforming administrative 
duties such as granting off-unit privileges and other documentation. When it came to their 
perceptions of psychologists’ responsibilities, participants’ reports did not seem to match 
literature on local phenomenon where psychologists were seen to be having an increasingly 
broad scope of practice (Graff, Kaoukis, Vincent, Piotrowski, & Ediger, 2012). Since the nurses 
in this study were geographically spread throughout Manitoba, it may be plausible that the 
phenomenon of psychologists having an increasing scope of practice is localized to one place. 
Finally, participants described the collegial relationships they shared with psychiatrists, 
although not necessarily other primary care providers such as general practitioners, nurse 
practitioners or physician assistants. This collegiality likely relates to a shared history, with 
psychiatric nurses’ development as a professional body in Manitoba found in unique training in 
mental health institutions, leading up to deinstitutionalization in the 1990s (Tipliski, 2004). 
Additionally, the reciprocity of the is likely framed by the fact that both professions share 
common disciplinary training, work with the same population and share similar philosophical 
assumptions about the type of care they engaged in. One significant divergence revealed in the 
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study between psychiatrists and participants was that participants felt psychiatrists mainly relied 
upon the use of medication in treating individuals. This demarcation in approach is an important 
note, highlighting the consideration that RPNs in advanced practice are treating clients more 
holistically. While the participants described having collegial relationships with psychiatrists, 
this might pose a risk for future development of APPN, in that nurses might lack professional 
self-confidence in their clinical decision making skills (Hagbaghery, Salsali, & Ahmadi, 2004) or 
to create a unique professional identity as they perceive that the approval or final say of 
psychiatrists might always be necessary to their practice.  
Many participants in the study described working with clients who were not always 
interested in pharmacological treatment approaches. Additionally, there were clients who waited 
long periods of time for simple medication changes or mental health diagnoses. APPN, with their 
broad scope of practice, could be utilized to provide a cost-effective, readily available alternative 
in situations where there is a lack of psychiatrists, and as an alternative for clients who desire 
interventions that are not centred specifically on medication. 
Practice from a person-centred perspective. Congruent with their ability to fill the 
apparent gap that exists on the interdisciplinary team, participants described their professional 
focus as being on the whole person, rather than a single aspect of their lives. This factor was 
described by participants as what made their professional approach different to that of other 
health care disciplines. Traditionally, the disciplines that have been involved in the provision of 
care to individuals experiencing mental health problems have been that of 
physicians/psychiatrists, psychologists, social workers and psychiatric nurses. While 
physicians/psychiatrists have already been discussed, participants disclosed that in the case of 
their colleagues who were social workers, APPN were more likely to identify serious physical 
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health problems and bring them to light, based on their knowledge of pathophysiology and 
medical surgical approaches. As there does not appear to be literature that contrasts or compares 
the roles of psychiatric nurses and social workers in a Canadian context, this is an area of 
opportunity for further research. This is a key consideration when determining the appropriate 
roles and duties of members of the interdisciplinary team, as serious health issues that are missed 
might result in death.  
Registered psychiatric nurses receive university level education in medical surgical 
approaches, including anatomy and physiology and health assessment. Often, RPNs work in 
roles where they may be focused on counselling or other roles which do not require them to 
apply these more traditional nursing skills. For many participants in the study, the reverse was 
true; they were required to activate and apply the traditional nursing skills that they learned but 
perhaps had not previously had the opportunity to use in their roles to date. Working within the 
full scope of practice is considered a hallmark of advanced practice (Fagerstrom, 2009), and 
might be seen as a step towards having APPN eventually become recognized as primary care 
providers. Flexibility to meet the needs of their clients was described by participants in the 
manner they were able to sometimes play the role of a counselor and sometimes the role of a 
nurse as required.  
While participants described possessing a wide scope of practice, they explained that 
their practice was hampered by the inability to do certain things such as ordering lab work or 
other diagnostic testing and prescribing medication. When examining advanced practice nurses 
ability to prescribe in other countries, Schober (2008) highlighted the connection of a nurses’ 
ability to prescribe with specific competencies. In the case of APPN, future prescribing rights 
might focus on the use of psychotropic medication, or be limited to certain psychotropic 
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medication like anti-depressants or mood stabilizers.  The ability to order lab work was described 
as useful for ruling out health concerns as the primary problem when trying to form a psychiatric 
diagnostic impression. Duplication of services was again described by participants around the 
need for a physician or other primary health care provider to do these things, when an APPN 
with appropriate training and experience would be competent to do so. Some participants 
described the benefit of learning how to perform psychometric testing.  
Psychiatric and mental health service providers have long struggled with ethical concepts 
of autonomy and beneficence. Thus far, service providers have erred towards the side of 
autonomy, with a strong emphasis on the confidentiality of personal health information, the right 
of the individual to choose whether or not they would like help. Often, these desires are to the 
chagrin of family members, who feel like they cannot be involved in the care of their loved one. 
There have been a number of examples in the media of individuals who have been admitted and 
released from psychiatric units only to die by suicide, and family members have not even known 
they were admitted in the first place. In the experience of the participants, there was a strong 
emphasis on the role of the family unit in assisting individuals in distress. In the case of younger 
individuals, or in matters where there was a heavy level of case management involved, 
participants would spend as much or more time first interacting with an individual’s family, 
before interacting with the individual themselves. This approach to practice could be described 
as holistic and sensitive to the social and cultural resources at an individual’s disposal.  
Regardless of whether they were describing an acute, community or institutional work 
environment, most participants expressed hesitancy towards the use of psychotropic medication 
for individuals. This inclination appeared to be consistent with an increased level of knowledge 
around the side effects carried by anti-psychotics, and an increased level of client awareness 
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around alternatives to the use of such medication. Nurses working in acute settings appeared 
more likely to be concerned about adverse effects of medications. Participants were able to 
contrast the attitude they currently held around psychotropic medication to when they first began 
practice as novice psychiatric nurses. Typically, medications which receive the most scrutiny in 
acute settings are first and second generation anti-psychotics, which might to be used to quickly 
sedate or tranquilize an individual who is demonstrating a so-called safety risk (Allison & 
Moncrieff, 2014).  
For participants to express reluctance for promoting psychotropic medication, while 
advocating for emphasis on the autonomy of the client to make his or her own choices speaks 
volumes about the philosophy of recovery and the client-centred movement among psychiatric 
nurses. The recovery paradigm places an emphasis on human rights and a healing environment 
(Jacobson & Greenley, 2001), recognizing that individuals can lead successful lives in the 
presence of psychiatric illness (Onken, Craig, Ridgway, Ralph, & Cook, 2007). Alternatives to 
the use of medication are sought. This is an interesting shift in focus for the APPN participants, 
as many entry level psychiatric nursing positions might rely on the heavy use of medication. 
Participants emphasized the importance of client choice around medication as a 
significant point of difference between their approaches to practice in comparison with their 
perceptions of psychiatry. They felt more able to provide options, education or alternatives to the 
use of medication. Participants described the use of anti-psychotic medication, or other 
psychotropic medication such as selective serotonin reuptake inhibitors or others as a small piece 
in the tool kit of approaches required to assist individuals. Participants appeared more likely to 
want to focus on the use of advanced psychotherapeutic modalities such as dialectical 
behavioural therapy and cognitive behavioural therapy than to see a client using medication. 
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Although participants carried a cautious attitude to the use of psychotropic medication, these 
were described as important and necessary in appropriate cases. 
Pushing the frontiers. A hallmark of participant experience in the study was that much 
of their time was spent on activities that would not be usual for a psychiatric nurse with entry 
level experience, or without extra education. This focus on advanced tasks and specialized 
activities led participants to experience a shift in their professional identity. One participant 
described the way they should deliver DBT as being different to how a “psychiatric nurse” 
would provide it, despite technically being a psychiatric nurse by regulation. This phenomenon 
may be related to issues of socialization, for example, accepting the norms of other disciplines 
such as psychology or psychiatry. Other literature has highlighted the shift in professional 
identity that occurs when a clinicians practice focuses on a certain area, or they are working in a 
certain environment, or with certain professional disciplines. Whether RPNs in advanced 
practice should or shouldn’t take on a new professional identity outside of nursing requires 
further exploration. In the case of their qualitative study of nurses in the UK who hold 
prescribing rights, Bradley and Nolan (2007) discovered that rather than shifting their 
professional identity, having prescribing rights was seen by those nurses as a natural and logical 
progression of nursing practice; nursing taking its rightful place as primary health care providers.  
In this research project, the blurring of professional identity with those of other disciplines may 
also have occurred because the role the nurse was filling could have been filled by another 
professional discipline such as psychology or social work. Sims, Hewitt and Harris (2015) 
described role blurring as the role of other professionals being taken up by another if needed, 
provided there is clear articulation of the professional role of the individuals involved. In the 
experience of the participants, role blurring was positive in that enabled clients to receive 
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services that they might otherwise miss. Conversely, if such services are left vacant or not filled 
by individuals with appropriate skills, then ultimately the quality of mental health care will be 
affected. APPN have an opportunity to be recognized as a discipline with high levels of inter-role 
flexibility.  
Navigating institutional structures and systems. All participants described how a formalized 
advanced practice psychiatric nursing role with diagnosing and prescribing rights could 
positively affect wait times for mental health services in Manitoba. Participants referred to other 
professional disciplines, such as extended practice or NPs in nursing, as one precedent that 
shows how such roles could positively affect prolonged wait times in Manitoba. The presence of 
NP, that is, RNs with advanced education and licensure, as members of the primary care team is 
a well-established phenomenon. Their utilization has been shown to decrease wait times for 
patients in emergency departments when compared to physicians (Jennings, Clifford, Fox, 
O’Connell, & Gardner, 2015). Another consideration is that NPs are often able to facilitate 
longer consultations with their patients, which result in more thorough exploration of health 
needs (Williams & Jones, 2006). By having the ability to provide a more comprehensive range of 
services to individuals in the community, APPNs might be able to decrease patient loads for 
psychiatrists, and aid individuals before their mental health might worsen, while they wait. In 
light of this precedent, there is a need to explore how the introduction of a PNP role might 
positively affect the mental health of individuals who might otherwise wait to see a psychiatrist.    
While many psychiatric nurses working “on the floor” of a unit or clinic might not necessarily 
deal with systemic issues on a regular basis, participants described their practice as being 
affected by systemic factors outside of their direct control. As participants worked in broader 
contexts that involved collaborating with other individuals or agencies, they often experienced 
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difficulty trying to match client needs to appropriate services. While frustrating for participants, 
this experience gives them an enhanced understanding of the way systems work in the 
Manitoban health care system. In Canada, mental health treatment was offered in institutional 
facilities until the last few decades when services moved to psychiatric departments within the 
regular hospital system (Drake & Latimer, 2012). In the province of Manitoba, the closure of 
Brandon Mental Health Centre in the 1990’s, for example, led to the establishment of multiple 
community-based services. It might be argued that provincially, the number of community based 
services, and the specific mandate that each service has, is not sufficient to meet the need of 
individuals with complex mental health or co-occurring disorders. As APPN utilize a broader 
scope of practice, they are in a better position to assist individuals in such circumstances, but are 
restricted by doing so effectively due to systemic restraints like the inability to make timely 
referrals due to waiting lists or lack of services. APPN provide excellent value in the type of care 
they are able to provide individuals in such situations. As APPN practice from a broad scope, 
they described being able to work effectively with individuals who had more than one diagnosis, 
as an example, schizophrenia and FASD. So although individuals might not have been able to 
access services effectively, when fortunate enough to be involved with an APPN, participants 
described being able to help such individuals more effectively than if they were under the care of 
individuals from other professional disciplines. 
Participants described their opinion that traditional medical services and those of 
psychiatry and mental health are not effectively integrated. This was evidenced in the experience 
of participants in having to gate keep, or push back against medical services who wanted to 
transfer clients to psychiatry instead of providing appropriate services themselves. These actions 
reflect a type of advocacy and attempt to normalize the experiences of individuals rather than to 
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place them in the “too difficult” category. This experience might be identified as role-over 
qualification for the participant, whereby their perspective on care has become so integrated that 
they are able to speak with authority about the needs of the client in a way that appears to surpass 
the expertise of the medical staff who are suggesting the referral be made to psychiatry. 
Participants had their sights clearly fixed on the future, both in terms of their personal 
careers and what they perceived to be the potential role for APPN. While cautiously optimistic 
about the potential future of formalizing an APPN role in Manitoba, participants described a 
number of barriers to this possibility. The role of the physician or other primary health care 
provider such as nurse practitioners and physicians or clinical assistants was described as one 
such hurdle. Although the discipline of extended practice for nurses has been formalized by RNs 
as NPs, collaborating with primary care providers to explore an extended role for psychiatric 
nurses might be perceived as ceding professional ground for those professions. Additionally, 
psychiatric nursing has long experienced stigma through the perceived lack or lesser education 
and training in matters of medical surgical training. In an American context, physician advocacy 
organizations have argued that other health care providers do not have the same degree of 
training that physicians do, and so are unqualified to take a larger role in the provision of health 
care (Fairman, Rowe, Hassmiller, & Shalala, 2011).  However, a PNP role may be seen as 
supplemental to the role of a psychiatrist, and not as replacing it. Psychiatric nurses are also 
stigmatized by the work they carry out with individuals experiencing mental distress or life 
challenges (Konstantinos, 2008). These barriers may mean there is more difficulty in justifying 
their readiness to take up an advanced role. Alternatively, psychiatric nurses are acknowledged 
as experts in mental health, and make up the largest body of mental health professionals in 
western Canada. Their expertise in psychotropic medication, their bio-psycho-social-spiritual 
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approach to care, and their knowledge/experience with psychotherapy might well place them to 
have certain formalized roles, where there is a lack of other professional groups such as 
psychiatrists. 
The drive for personal career success among the advanced practice psychiatric nurses 
might be described from the perspective of role development. One approach to understanding 
role development is through contrasting a structural functionalist perspective, and that of a 
symbolic interactionalist understanding (Joel, 2013).The creation of a PNP role could be viewed 
as appropriate specialization of a psychiatric nursing function, a development to meet the needs 
of individuals in society, and to solve a problem that exists in the gap between health care 
disciplines, from a structural-functionalist perspective. However, the current political climate in 
Manitoba does not provide the financial will to differentiate into more roles; alternatively, there 
is an apparent emphasis on being more efficient with existing resources. To date, a symbolic 
interactionalist perspective has been more prominent whereby the nurses themselves make 
meaning of their experiences and seek opportunities which they perceive will allow them to meet 
the goals in the way they have made meaning of them. Rather than being a strictly individualized 
process where the view or understanding of others is not relevant, these nurses have chosen 
experiences which they hope will be viewed as valuable and accepted by others, to the end of 
being recognized as APPN. 
Participants elaborated on the current political climate in Manitoba as another reason a 
formalized advanced practice psychiatric nursing role might not eventuate. With the provincial 
government’s emphasis on decreasing health care spending, justifying the creation and 
implementation of a new primary health provider role might not fit within their mandate. 
Interestingly, Hutchison and Glazier (2013) described the results of health systems 
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transformation in Ontario, highlighting the notion that during those transformations which were 
intended to reduce cost in that system, 75% of the population became enrolled in programs to 
connect them to primary care physicians resulting in reimbursements to physicians climbing by 
32%. This raises the interesting consideration that in times of fiscal restraint and down-scaling, 
cost savings are disproportionately implemented at the expense of losing other services. 
Therefore an alternative perspective to the idea that a new advanced psychiatric nursing role 
might increase expenses is that it might assist to alleviate costs in the health care system by 
providing a less expensive alternative to psychiatrists for diagnosing psychiatric illness and 
prescribing medication. 
This attempt of government to reduce the cost of health care provision is not a new 
phenomenon. A recent trend in the provision of health care in Manitoba is the amalgamation of 
regional health care authorities, which has resulted in the administration of health care being 
decentralized across the province. Seen in other provinces, Armstrong and Armstrong (1999) 
argued that decentralization of Canadian health care ultimately leads to decreased service 
accessibility, as the process is carried out with little regard for the consequences on patient care, 
a lack of evidence about quality and a disregard for democratic choice (Armstrong & 
Armstrong). For the participants in this study, the narrow mandates they encountered in 
community programs whereby individuals with co-morbid mental health concerns were bounced 
back and forth between programs is likely a result of this change in the model of health care 
delivery. While ideals such as “no wrong door”, whereby a client should not be turned away 
from one service agency to another are discussed anecdotally in the provision of services in 
Manitoba, more research will be required to determine whether such ideals are actually being 
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implemented, or how they might further be enhanced so as to minimize the experience of clients 
being ping-ponged between services, or worse yet, falling between the gaps.  
While broad policies might be frequently introduced in Canadian health care, they are 
difficult to implement effectively. National reforms are a macro-level attempt to change the 
nature of a government ministry or service. In their review of the global phenomenon of Mental 
Health Commissions (MHC), Rosen, Goldbloom, and McGeorge (2010) argued that a key role of 
MHCs is to create a vision and pursue strategies to influence consistent mental health service 
delivery across jurisdictions. Canada’s MHC is a product of the national strategic mental health 
plan, which has the purpose of triggering system level metamorphosis, but may be seen to lack 
the authority to enforce identified strategies on a national and provincial level (Goldbloom & 
Bradley, 2012). In the delivery of mental health services, reforms can, and do fail due to a lack of 
vision and proper execution of ensuing strategy (Rosenberg, Hickie, & Mendoza, 2009). The 
participants may well have experienced these phenomena, whereby they were frustrated at what 
they knew was the best course of treatment for a client but were unable to implement this due to 
systemic inconsistency. Participants, as RPNs with advanced training and education, are poised 
to be leaders in the mental health field in Manitoba who are able to advocate and inform 
effective policy and procedure on how to resolve some of the issues in the delivery of mental 
health care. Latimer (2005) argued that management of mental health services is often best 
understood by those with relevant technical training. In other words, APPN are in the best 
position to understand psychiatric nursing and mental health service provision. As specialists in 
mental health services, APPN might be in a position to provide system level leadership and 
management in a way that positively impacts the way in which services are offered. 
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In the literature review for this study, the topic of service provision for individuals with 
severe and persistent mental illness (SPMI) was identified as a possible issue of relevance to the 
phenomenon of advanced psychiatric nursing practice. Psychiatric nursing education typically 
involves specialized curriculum in recovery model approaches, such as the Tidal Model (Barker, 
2001) in addition to the technical-rational nursing and psychiatric sciences, and so it was 
anticipated participants might have relevant experiences to describe. The responses participants 
provided when they were asked an exploratory question on this topic was unsuitable to create a 
theme or add to the study. Further evidence will be required to explore the ways in which APPN 
might effectively work with individuals with a SPMI, and to support any vigorous 
implementation of the recovery movement as a strategy for future service provision. In a review 
of the literature on peer-support services in mental health, Repper and Carter (2011) could only 
identify seven randomised control trials conforming to their review criteria. They concluded that 
the studies demonstrated inconsistent findings. The question of how RPNs with advanced 
experience and education might be able to provide unique or specialized services to individuals 
with SPMI warrants further exploration. 
Participants were also asked to describe their experiences providing services to 
indigenous clients, specifically, how they perceived their advanced practice psychiatric nursing 
might help them work with clients more effectively. After a process of analysis, it was 
determined there was not sufficient information to generate a sub-theme or theme from these 
responses, meaning that more research is required on this question. 
 Non-indigenous health care workers in Manitoba are tasked with the challenge of 
adapting their foundational biomedical paradigm to the needs of indigenous individuals, whose 
conceptualization of health differs vastly from that of Western approaches (Adelson, 2005). 
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Traditional methods of healing focus on the whole person, inclusive of the relationships among 
the body, mind, one’s emotions and spirituality (Robbins & Dewar, 2011). Collaborating with 
individuals of indigenous culture to provide mental health services requires skillful cultural 
sensitivity and a commitment to truly understanding individuals in the context of indigenous 
culture.  With pre-existing shortages of mental health services in rural and remote areas, there is 
an increased emphasis on the importance of collaboration for existing resources to successfully 
meet the needs of indigenous people. This is an urgent issue of concern for leaders in mental 
health services. 
Prior to the possibility of a regulated advanced practice psychiatric nursing role 
eventuating, participants described the need for an appropriate educational program to prepare 
candidates. While the foundation for this course of action exists through Brandon University, an 
advanced practice stream does not yet exist, nor does a framework established by the regulatory 
body of the CRPNM to allow for regulated advanced practice. In Manitoba, RPNs are ineligible 
for admission into graduate programs that produce NPs; the admission requirements call for a 
Bachelor of Nursing degree with relevant experience. This inability of RPNs to become NPs is 
not limited to Manitoba, rather, is a phenomenon specific to the western provinces of British 
Columbia, Alberta, and Saskatchewan as well (Forchuk & Kohr, 2009). The lack of educational 
programs in both Manitoba and Canada to prepare to prepare APPNs might be in part due to the 
lack of a significant body of graduate prepared psychiatric nurses. The challenge with preparing 
nurses at the master’s level is documented, as is the difficulty with nurses then progressing to 
reach PhD preparation. These are commonly described as the need to work in order to provide 
income, thus a lack of time and money to study, the length of time it takes to gain a master’s 
degree with part time study (Cathro, 2011). In Manitoba, it is only recently that there has been a 
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dedicated graduate program available for psychiatric nurses, the degree being the first of its kind 
in Canada, and so the number of graduates required to truly form a catalyst towards the end of 
pursuing a specialization in advanced practice may not have been reached. Additionally, the 
number of psychiatric nurses who have gone on to pursue doctorate studies in Manitoba may be 
significant, but they have pursued studies in non-psychiatric nurse specific fields, and there may 
have been a lack of such individuals performing research specific to the advancement of 
psychiatric nursing.  
Interestingly, the focus of participants was on the availability of programs to prepare 
them to be a PNP, with no participants describing an interest in pursuing PhD studies. As is the 
case with any large undertaking, the will and commitment of a varied group of stakeholders such 
as academic faculties regulatory bodies, psychiatric nurses, and government will be required to 
make a potential PNP role a reality. 
The political will in expanding the role of psychiatric nurses must also be discussed in the 
context of provincial strategy. In Manitoba, a strategic mental health plan was released in 2012 
which called for “Workforce planning”, and had a goal to “Develop a provincial workforce 
strategy that assesses and guides recruitment, training and retention of the mental health services 
workforce” (Government of Canada, 2011, p.18). While this document makes mention of the 
fact that more psychiatric nursing roles have been introduced throughout Manitoba, there are no 
strategic actions connected with any type of role development for APPN. Most recently a review 
of the mental health and addiction services was released in March 2018 in Manitoba by Virgo 
planning and evaluation consultants, in which the role of psychiatric nurses in those systems was 
highlighted a number of times, mainly around the perceived lack of sufficient numbers of 
psychiatric nurses. There was no mention in this report of the need for or potential utility of an 
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expanded role. Again, this is likely due to the lack of evidence and formalized discussion 
amongst stakeholders.   
Strengths and Limitations 
There were a number of limitations surrounding the study. There are a variety of agreed 
upon definitions for advanced practice nursing. As this type of study has not been performed 
before in the context of Manitoba, a clearly articulated definition for advanced practice was not 
set, in order to allow participants to describe advanced practice in a way which represented their 
own experiences. Additionally, the study was focused on the experiences of nurses in clinical 
settings, and therefore did not include the experiences of RPNs whose practice is advanced, in 
other areas. Additionally, the number of participants in the study, and the type of research mean 
it is difficult to generalize this research study across other areas. All participants in the study 
were women. It would be ideal to include several male participants to see if their experiences in 
advanced practice were varied. As there is a lack of formal APPN roles in Manitoba, such as 
clinical resource nurses or specialists, it is unclear if the experiences of the participants are truly 
reflective of what it means to be in an advanced practice role. 
Implications for Psychiatric Nursing Practice and Future Research  
As this study appears to be the first of its kind, it is ground-breaking towards the end of 
producing scholarly research around the possibility of a formalized APPN role in Manitoba, in 
the form of a psychiatric nurse practitioner. The study is an example of original research which is 
intended to contribute to the body of knowledge for the field of psychiatric nursing in a Canadian 
context. Additionally, this study provides a unified face and voice to the experiences of some 
APPN in Manitoba, to the end that other individuals interested in pursuing advanced practice or 
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the eventual implementation of a PNP role in Manitoba might be able to anticipate some of the 
experiences that might be common to that phenomenon. 
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Chapter 6: Conclusion 
Effective problem solving includes the proper utilization of resources that already exist. 
In the context of mental health service provision in Manitoba, this includes the presence of RPNs 
working in advanced practice roles. The purpose of this research study was to explore the 
experiences of APPNs working in clinical settings. Four main themes were revealed from the 
data analysis: practice affected by the role and availability of other health care providers, practice 
from a person-centered perspective, pushing the frontiers, and navigating institutional systems 
and structures.  
As members of inter-disciplinary health care teams, often working in highly autonomous 
roles outside of their regular scope of practice, advance practice psychiatric nurses may be in a 
more ideal situation than any other professional discipline to determine or predict the mental 
health care needs of those they work.  Additionally, illuminating the experiences of APPN has 
revealed further opportunities to enhance the quality of the mental health system in Manitoba. 
While RNs can pursue a nurse practitioner designation, RPNs currently cannot. Psychiatric 
nurses, with advanced experience and preparation, have a unique discipline and perspective from 
which they can provide quality patient care.  
The presence of well-functioning examples of diagnostic/prescribing authority in the 
form of nurse practitioners, physician’s assistants, and pharmacists indicate that advance practice 
psychiatric nurses gaining the same authorities may mostly be a matter of time. However, the 
actualization of that reality will be dependent on the articulation of a clear vision and then steps 
to execute that vision. Vision is a requisite for goal setting (Van der helm, 2009), and is the 
broad imagining of an ideal future. With an appropriate vision in place, carefully considered 
strategies must be identified to actualize what is desired. Creating and disseminating a vision is 
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typically the responsibility of senior leaders, who are responsible for teaching and inspiring their 
followers/employees to work toward the vision through a leader’s identified strategies. Senior 
leaders who may need to be involved in the possible creation of a psychiatric nurse practitioner 
role include government ministers, the leaders of colleges and regulatory bodies and educational 
facilities. 
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Appendix A: Semi-structured Interview Questions 
Exploring the Experiences of Advanced Practice Psychiatric Nurses: Implications for 
Developing a Psychiatric Nurse Practitioner Role 
The following are questions that may be asked during the one to one interviews. 
1. Please describe your clinical experience as an advanced practice psychiatric nurse  
2. How is your practice as an advanced practice psychiatric nurse (APPN) different from  what 
registered psychiatric nurses in basic practice might do? 
3. Please describe what makes APPN unique from other health care disciplines  
4. How is the way an APPN might provide services different from how a psychiatrist  might offer 
services?  
5. Based on your experience, how could the availability of APPN affect lengthy wait  times for 
mental health services?  
6. How could the formal development of APPN practice roles in the province of Manitoba be 
made a priority?  
7. Some professions involved in the mental health system in Manitoba have taken up  expanded 
roles and responsibilities: e.g., some pharmacists can diagnose and prescribe medication. What 
expanded roles and responsibilities would help you in your practice as an APPN?  
8. There are differing attitudes towards the ideal role of the recovery movement in mental health 
services. What role can APPN fill for individuals with severe and persistent mental illness?   
9. Based on your day to day work, what tasks and activities do you do that you consider to be 
advanced clinical practice? 
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10. Manitoba has a considerable indigenous and Inuit population. How does APPN offer services 
to these populations differently to how other disciplines might offer them?  
11.  What challenges or barriers does APPN face to the development of further roles or areas of 
practice? 
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Appendix B: Field Note Template 
Date:                                                                                                                             Participant #: 
Time of Interview: 
 
 
 
Notes/Observations/Thoughts/Ideas: 
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Appendix C: Letter Requesting CRPNM Assistance 
July 18th, 2018  
Dear Executive Director of the College of Registered Psychiatric Nurses of Manitoba (CRPNM), 
My name is John Jackson, and I am a graduate student at Brandon University in the Master of 
Psychiatric Nursing program. As part of the requirements for obtaining a Master of Psychiatric 
Nursing degree, I am embarking on a research project through which I am seeking to interview 
registrants with your college. I am requesting that you send, on my behalf, an initial letter of 
invitation to every practicing registrant, registered with the CRPNM. 
In my proposed study, “Exploring the Experiences of Advanced Practice Psychiatric Nurses: 
Implications for Developing a Psychiatric Nurse Practitioner Role”, I wish to interview 
Registered Psychiatric Nurses (RPNs) in Manitoba who are working in clinical advanced 
practice psychiatric nursing roles.  
It is likely that many RPNs may not recognize whether they are in clinical advanced practice 
roles themselves, and so RPNs who are interested in participating and need clarification on 
whether they meet the inclusion criteria are encouraged to contact the researcher to discuss the 
matter.   
By way of this letter, I am inquiring to ascertain if you, as the representative of the College of 
Registered Psychiatric Nurses of Manitoba: 
-Have the authority to distribute an initial letter of invitation to the registrants with your College 
(without compromising any part of FIPPA, PHIA or any other legislation that might be in place). 
and, 
 EXPLORING THE EXPERIENCES OF ADVANCED PRACTICE  83 
 
-Are willing to distribute the email invitations. 
For your information, the plan for this study (a thesis proposal) has been approved by a 
committee made up of 3 members of the Faculty of Health Studies at Brandon University. This 
letter to you is part of the requirements of an application to the Brandon University Research 
Ethics Committee. 
I am also including, for your reference, a copy of the Initial Letter of Invitation, that would be 
circulated to the registrants. This letter, of course, is only sent once ethical approval is received. 
Once the ethical requirements for this proposed study have been met, a certificate indicating this 
fact will be made available to the researcher, which would in turn be forwarded to you- should 
you be able to cooperate.   
If you wish to discuss this matter further, please do not hesitate to contact me at 204 573 2768, or 
by way of email, jp.bj@live.com 
Kind regards, John Jackson, RPN 
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Appendix D: Introduction used by the CRPNM 
Dear Registered Psychiatric Nurse, 
The College of Registered Psychiatric Nurses of Manitoba (CRPNM) is frequently asked for 
help to identify RPNs to participate in a research study. To facilitate the request, the CRPNM 
will forward the information on the researcher’s behalf. The researcher does not receive any 
information as to who has been contacted. 
You have been included in this message because our records indicate that you are a registered 
psychiatric nurse who is currently working in Manitoba. The researcher is interested in exploring 
the experiences of RPNs who work in a clinical, advanced practice psychiatric nursing role.  
 If you are interested in participating in the study, please see the attached letter of introduction, 
and contact the researcher, John Jackson, at 204 573-2768 or by email at 
jacksojp01@brandonu.ca.  If you are unsure if your practice is considered clinical advanced 
practice for the purpose of this study, or if you have any questions about the study, please be in 
contact with the researcher directly. 
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Appendix E: Initial Letter of Invitation Distributed by the CRPNM 
Dear Registered Psychiatric Nurse (RPN), 
This letter is to inform you about a study which will be taking place, named “Exploring the 
Experiences of Advanced Practice Psychiatric Nurses: Implications for Developing a Psychiatric 
Nurse Practitioner Role”. This study is being conducted by a student in the Master of Psychiatric 
Nursing Program at Brandon University, as a requirement for a research thesis. The project has 
been approved by a faculty committee and has received approval to proceed by the Brandon 
University Research Ethics Board. 
For the purpose of this study, RPNs who work in clinical advanced practice roles are being 
recruited for participation. 
This letter is considered a general information source for you to decide if you would like to 
contact the researcher and receive more information about participating in the study. 
The purpose of this study: The provision of mental health services in Manitoba is affected by: 
lengthy wait times, the varying availability of psychiatrists, differing attitudes towards the 
recovery movement, shifting scopes of practice among professional groups, and the lack of 
mental health commissions and committees’ abilities to enforce the execution of identified 
desired strategies to improve mental health care with any authority. These factors appear to have 
contributed to inefficiencies, the absence of services for vulnerable populations, and a lack of 
clarity as to the best way to plan for services. Effective problem solving involves taking an 
inventory of what resources already exist or are easily obtained that could increase the efficiency 
and effectiveness of systems. In mental health services, one such exploration is to consider what 
further role advanced practice psychiatric nursing (APPN) might play in the delivery of mental 
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health services in Manitoba, and how it might positively affect the delivery of those services. 
The purpose of this study is to answer the question, “What are the experiences of Advanced 
Practice Psychiatric Nurses?”. 
For the purpose of this study, clinical advanced practice psychiatric nursing is defined as: 
“RPNs who are direct clinical service providers in roles with an increased level of autonomy, 
with at least 5 years of experience as an RPN, and whose role overlaps with that of another 
service provider. Autonomy refers to minimal or no close supervision of their actions by another 
nurse or supervisor. Role overlap refers to tasks which might usually be completed by other 
health care providers like, performing clinical therapies (cognitive behavioural therapy, 
dialectical behavioural therapy) or advanced medical surgical skills (starting an intravenous line, 
drawing blood).” 
 Expected duration and nature of participation: You would participate in a one to one, semi-
structured interview with the researcher. You will be asked to share your perspectives on topics 
as they relate to issues identified through a literature review, in addition to having the 
opportunity to give your opinions on issues related to the subject matter. It is expected the 
interview will take between one and two hours. Based on your preference, the interview may be 
conducted in person or via telephone. The interviews will be conducted between August and 
September 2018. The audio-taped interviews are expected to be transcribed shortly after they 
take place. Once a transcript has been made of the interview, you will be offered the opportunity 
to review it and clarify the meaning of any statements you may have made. You will be asked to 
complete that process within 2 weeks of receiving the transcript. 
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If you are interested in participating in this research project, or if you have more questions about 
participation, and whether or not you meet the inclusion criteria, please contact the researcher 
directly: 
John Jackson, RPN Email: jacksojp01@brandonu.ca Phone: 204 573 2768 
Should you decide to participate in the research project, you will be sent a formal letter of 
invitation and informed consent document. 
John Jackson, RPN 
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Appendix F- Invitation to Participate, and Consent for Participation Form 
Dear Registered Psychiatric Nurse, 
This letter is an invitation to participate in the study, “Exploring the Experiences of Advanced 
Practice Psychiatric Nurses: Implications for Developing a Psychiatric Nurse Practitioner Role”. 
This study is being conducted by a student in the Master of Psychiatric Nursing Program at 
Brandon University, as a requirement for a research thesis. 
You have been sent an invitation to participate based on your registration as a registered 
psychiatric nurse in Manitoba. For the purpose of this study, we invite RPNs who are engaged in 
advanced clinical practice to participate to contact the researcher, should they wish to participate. 
For the purpose of this study, clinical advanced practice psychiatric nursing is defined as: 
RPNs who are direct clinical service providers in roles with an increased level of autonomy, with 
at least 5 years of experience as an RPN, and whose role overlaps with that of another service 
provider. Autonomy refers to minimal or no close supervision of their actions by another nurse 
or supervisor. Role overlap refers to tasks which might usually be completed by other health care 
providers like, performing clinical therapies (cognitive behavioural therapy, dialectical 
behavioural therapy) or advanced medical surgical skills (starting an intravenous line, drawing 
blood). 
This document serves a dual purpose: 
-To provide information about this study to individuals who might be interested in participating, 
and act as an invitation for them to participate. 
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-To provide information about the risks and benefits associated with participating in this study to 
those who do decide to participate, and to gain their consent for participation. 
Researcher:  John Jackson, Graduate Student, Faculty of Health Studies, Department of 
Psychiatric Nursing. Contact: John Jackson, jacksojp01@brandonu.ca, phone 204 573 2768. 
Thesis Committee: Dr. Penny Tryphonopoulos (Thesis Advisor), Dr. Dean Care, and Dr. Brian 
Larson. 
Purpose of this research: The provision of mental health services in Manitoba is affected by: 
lengthy wait times, the varying availability of psychiatrists, differing attitudes towards the 
recovery movement, shifting scopes of practice among professional groups, and the lack of 
mental health commissions and committees’ abilities to enforce the execution of identified 
desired strategies to improve mental health care with any authority. These factors appear to have 
contributed to inefficiencies, the absence of services for vulnerable populations, and a lack of 
clarity as to the best way to plan for services. Effective problem solving involves taking an 
inventory of what resources already exist or are easily obtained that could increase the efficiency 
and effectiveness of systems. In mental health services, one such exploration is to consider what 
further role advanced practice psychiatric nursing (APPN) might play in the delivery of mental 
health services in Manitoba, and how it might positively affect the delivery of those services. 
The purpose of this study is to answer the question, “What are the experiences of Advanced 
Practice Psychiatric Nurses?”. 
Expected duration and nature of participation: As an RPN in clinical advanced practice, you are 
being invited to participate in a one to one, semi-structured interview with the researcher. You 
will be asked to share your perspectives on topics as they relate to issues identified through a 
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literature review, in addition to having the opportunity to give your opinions on issues related to 
the subject matter. It is expected the interview will take between one and two hours. Based on 
your preference, and geographical limitations, the interview may be conducted in person or via 
telephone. The interviews will be conducted between August and September 2018. The audio-
taped interviews are expected to be transcribed shortly after they take place. Once a transcript 
has been made of the interview, you will be offered the opportunity to review it and clarify the 
meaning of any statements you may have made. You will be asked to complete that process 
within 2 weeks of receiving the transcript. At the end of those 2 weeks, your participation will be 
complete. Please see the section on “Withdrawal from the study and ongoing consent”. 
Research method: The study will use a qualitative research method called Hermeneutic 
phenomenology. This method consists of the participant and researcher engaging in 
conversations about the subject of interest. It is anticipated that you, as a participant, will be in a 
position to tell detailed, rich stories that will contribute to answering the research questions. 
Others who may access the data you provide: People who have access to the raw data will be the 
investigator, thesis supervisor (Penny Tryphonopoulos), a transcriptionist, and members of the 
thesis committee (Dean Care and Brian Larson). A confidentiality agreement will be completed 
by the transcriptionist and members of the thesis committee. 
Risk and discomforts: During the process of describing your experiences as an advanced practice 
psychiatric nurse you might recall certain stories which bring up difficult emotions or memories. 
This might include a challenging clinical case, a negative outcome with a co-worker or person to 
whom you were providing service, or a variety of other scenarios. Additionally, although your 
personal identity will be masked using a “fake name” (pseudonym), it may be possible for 
readers who are familiar with your career to determine who you are. By choosing to participate 
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in this study you acknowledge that you are aware of the risk of this discomfort. If it is evident 
that you are experiencing distress during the interview, a variety of options have been designed 
to offer you assistance in participation, and processing your discomfort: 
-Halt the interview (pause the audio-recording) 
-Offer the opportunity to reschedule the interview, or for you to withdraw from participation  
-Provide you with information about counseling or mental health services, for example: a 24-
hour counselling phone line or contact information for community mental health services.  
The research is not expected to place any individual in a situation where there is a risk to their 
personal safety. 
Additionally, after the transcript has been completed, you will have the chance to review it and 
clarify or remove any material you so wish. Therefore, you are able to take some control over 
things you have said which you feel others might use in order to identify you. 
Benefits of the research, and benefits to participants: There is no honorarium or compensation 
for participants in this research project. As a participant, you have the opportunity to express 
your valuable thoughts and perspectives on the research question and add to the body of 
literature on advanced practice psychiatric nurses. Additionally, there is no cost for participation. 
Voluntary participation: Your participation in the research study is completely voluntary and you 
may choose to stop participating at any time. Your decision to withdraw from participation will 
not influence your relationship with the researcher or have any negative bearing on the outcomes 
of the study.  
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Withdrawal from the study and ongoing consent: During this project, the researcher will confirm 
your ongoing consent to participate at two points in the research process:  
1.Prior to engaging in the one to one interview, the researcher will confirm that you agree to 
participate through the use of the consent for participation form. 
2.You will be provided with a transcript of the interview you participated in. At this time, the 
researcher will confirm with you in a verbal manner that you wish to continue to be involved in 
the project. You will have a time frame of 2 weeks from the day you are provided the transcript, 
in which to provide the researcher with clarification or revision to the material you provided.  
At the end of this 2-week period, your participation in the research project will be considered 
complete. 
As a participant, you have the right to not answer any of the questions involved in the interview 
process. Additionally, you may choose to withdraw from participation in the study at any point 
in time, up until the end of the 2-week time period in which you have received a transcript of 
your interview. There will be no penalty or negative outcome of choosing to withdraw from this 
study, nor will it negatively affect your relationship with the researcher.  
The researchers plan to disseminate the results of the study: This study is a key requirement for 
the researcher’s course of study for a Master of Psychiatric Nursing degree. The results of the 
study will be included in a formal thesis document which will be presented in front of a thesis 
committee and any members of the public who may attend the presentation. It is the intention of 
the researcher to submit a final research document for publication in a peer reviewed journal, and 
to apply to present the results at conferences or workshops. 
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Confidentiality and Duty to Report: A key goal of the research process is to ensure the 
confidentiality of the information you share. This means that the experiences you describe in 
your interview will be shared to others in the form of a research report, but that steps will be 
taken by the researcher to attempt to ensure your personal identity remains anonymous in the 
research findings. One way in which this will be done by assigning you a “fake name” 
(pseudonym) in any report that is generated.  
While your personal identity will be anonymous in the research report, due to the nature of your 
responses, (i.e., you might describe a situation that your co-workers, supervisors or others are 
familiar with) and the fact that the mental health workforce in Manitoba is not very large, it may 
be possible for readers to determine your identity. One way in which you, as a participant, might 
assist in protecting your identity is through choosing to amend your responses when you are 
given the opportunity to review your transcript (see section entitled Withdrawal from the study 
and ongoing consent).  
In compliance with provincial laws which indicate a duty to report, should any incidents of abuse 
or danger of a child, or protection of a person in care be disclosed or arise during the course of an 
interview, these will be reported to the relevant authorities (Child and Family Services, 
Protection for Persons in Care). 
The data you provide, in the shape of audio-taped interviews, and then the electronic transcripts, 
will be kept on a computer in a file that is digitally encrypted, and requires a secure password to 
access, in a locked office. Any hard-copies of data (notes that have been hand made by the 
researcher, paper copies of transcripts, signed consent forms) will be kept in a locked filing 
cabinet in a locked office. The data will be destroyed after a period of 7 years. Computer files 
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will be deleted and any hard -copies will be destroyed using a certified shredding company. 
Confidentiality will be provided to the fullest extent possible by law.   
Commercialization: There is no possibility that this research will be commercialized.  
Questions about the research?   Should you have any questions or concerns about participating in 
this study, or about the study itself, please do not hesitate to contact the researcher. Additionally, 
you may be connected with members of the researcher’s thesis committee, should you have any 
questions that the researcher is unable to answer. You may also contact the chairperson of the 
Brandon University Research Ethics Board via the following details: 204-7279712, or, email: 
burec@brandonu.ca 
This research has been reviewed and approved by the Brandon University Research Ethics 
Committee and conforms to the standards of the Canadian Tri-Council Research Ethics 
guidelines. 
Legal Rights and Signatures:  
I <<____________________>>, consent to participate in the above noted study being conducted 
by John Jackson.  I acknowledge that I have had the opportunity to ask questions of the 
researcher, that I understand the nature of this project, and that I wish to participate. I 
acknowledge the interview I participate in will be audio recorded.  I acknowledge that by 
consenting to participate and signing this document, I am not waiving any of my legal rights in 
the event I am subject to any research related harm.  
My signature below indicates my consent.   
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________________________________________________________ 
Signature        Date        Participant: name    
 
 
________________________________________________________ 
Signature        Date        Researcher: name    
 
The researcher has confirmed with the participant that they wish to continue to be involved in the 
research project, at the time of providing them with a copy of the transcript of their interview. 
 
_________________________________________________________ 
Signature      Date         Researcher: name 
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Appendix G: Confidentiality Agreement 
Confidentiality Agreement 
The purpose of this document is for individuals who might be invited to review the data collected 
in the research study, “Exploring the Experiences of Advanced Practice Psychiatric Nurses: 
Implications for Developing a Psychiatric Nurse Practitioner Role”, to promise they will treat it 
in a confidential manner.  
I, ______________________________, promise that I will keep any and all information I learn 
in the course of assisting the researcher confidential. I will not share any information verbally or 
electronically. Any hard copies of transcriptions or notes that might be in my possession will be 
kept securely, and returned to the researcher as soon as possible when I am done using them. 
 
Name of individual making the pledge/Signature of individual making the pledge 
_____________________________________________________________ 
Name of witness /Signature of witness_______________________________ 
Date__________________________________________________________ 
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 Appendix H: Ethics Certificate 
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Appendix I: List of Abbreviations 
APPN: Advanced Practice Psychiatric Nursing/Nurse/Nurses 
APN: Advanced Practice Nursing 
BN: Bachelor of Nursing 
CRPNM: College of Registered Psychiatric Nurses of Manitoba 
DBT: Dialectical Behavioural Therapy 
FASD: Fetal Alcohol Spectrum Disorder 
NP: Nurse Practitioner 
PNP: Psychiatric Nurse Practitioner 
RPN: Registered Psychiatric Nurse 
RN: Registered Nurse 
SPMI: Severe and Persistent Mental Illness 
 
